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1872 Clarke, William Michell, late Surgeon to the British 
General Hospital ; 2, York buildings, Clifton, Bristol. 



FELLOWS OF THE SOCIETY. XXI 

Elected 

O.F. Clay> Charles^ M.D., late Lecturer on Midwifery and 

Clinical Medicine in St. Mary's Hospital, Manchester ; 

Audenshaw Lodge, Audenshaw; and 101, Piccadilly, 

Manchester. Council^ 1863-65. 

1876 Clay, George Langsford, West View, 443, Moseley 
road, Highgate, Birmingham. 

O.F. Clay, John, Professor of Midwifery, Queen's College, Bir- 
mingham ; Allan House, Steelhouse lane, Birmingham. 
Council, 1868-69. Fice-Fres. 1872-4. 

O.F. Cleyelamd, William Frederick, M.D., Stuart villa, 
199, Maida vale, W. Council, 1863-64. Fice-Pres. 
1875-77. 

1881 Close, James Alex, M.B., L.R.C.P. Ed., Summerfield, St. 

Clair Co., Illinois, U.S.A. 

1882 Clubbe, Charles Percy Barlee, L.R.C.P. Lend. 

1865* CoATES, Charles, M.D., Physician to the Bath General 
and Royal United Hospitals ; 10, Circus, Bath. 

1882 CoATES, Frederick William, M.D., St. John street, Salis- 
bury. 

1859 CocKELL, Frederick Edgar, 144, Amherst road, Hack- 
ney, N.E. 

1878 Cockell, Frederick Edgar, Jun., 176, Eichraond road, 

Dalston, E. 
1875 Coffin, Eichard Jas.Maitland, F.E.C.P. Ed., Alwington 

house, Baron's court. West Kensington, W. 

'878 Coffin, Thomas Walker, 81, Queen's crescent, Haver- 
stock hill, N.W. 

1875 Cole, Richard Beverly, M.D. Jeflferson Coll. Philad., 

San Francisco, California, U.S. 

1876 Coleman, Matthew Owen, M.D., 5, Victoria terrace, 

Surhiton, Surrey. 

1877 CoLMAN, Walter Tawell, Hon. Surgeon to the Brighton 

Hospital for Women ; 87, Buckingham road, Brighton; 

1866 Coombs, James, M.D., Bedford. 

1873 Cooper, Frank W., Leytonstone, Essex^ 



XXll F£LLOWS OF THE SOCIBTY. 

Elected 

1874 Cooper^ Hebbebt, L.R.C.P. Ed., Rosslyn hill, Hampstead, 

N.W. 

1861 Cooper, John, M.R.C.P. Ed., Clapham rise, S.W. 

1875 CoRDES, Aun., M.D., Professor of Obstetrics at the Univer- 

sity of Geneva ; 8, Corraterie, Geneva. 

1866 Cornwall, James, F.R.C.S., Fairford, Gloucestershire. 

1860 Corby, Thomas Chables Steuabt, M.D., Senior Surgeon 
to the Belfast General Dispensary ; 146, Donegall Pass, 
Belfast. Council, 1867. Mon, Loc, Sec. 

1859 CoBY, Fbedebick Chables, M.D., Portland villa. Buck- 
hurst hill, Essex. Councily 1867-69. 

1875 CoBY, RoBEBT, M.D., Assistant Obstetric Physician to St. 

Thomas's Hospital; 73, Lambeth Palace road, S.E. 
Council, 1879-81. 

1879 Cowan, Geobge Hoyle, M.B., Napanee, Ontario, Canada. 

1869 Cox, Righabd, L.R.C.P. Ed., Theale, near Reading. 

1877 Cbawfobd, James, L.K.Q.C.P.L, Ightham, Sevenoaks. 

1882 Cbease, James Eobebtson, F.B.C.S. Ed., L.R.C.P. Ed., 2, 
Ogle Terrace, South Shields. 

1881 Cbeasy, James Gideon, Brasted, Sevenoaks, Kent. 

1876 Cbew, John, Higham Ferrers, Northamptonshire. 

1859 Cboft, J. McGbigob A. T., M.D., M.R.C.P., 15, Abbey 
road, St. John's Wood, N.W. 

1874 Cbombie, Chables Mann, M.B. & CM., 10, Union terrace, 
Aberdeen. 

1881 Cbonk, Hebbert Geobge, M.B. Camb., Beptpn, near Bur- 
ton-on-Trent. 

1869 Cboss, Robebt Shagklefobd, Petersfield, Hants. 

1875* Cullingwobth, Chables James, Surgeon to St. Mary's 
Hospital, Manchester ; 260, Oxford road, Manchester. 
Council, 1883. 

1859 Culpepeb, William Moe, 1, Brunswick terrace. Palace 
gardens, Kensington, W. 



FBLLOWS OF THE SOCIETY. XXlll 

Elected 

1862 CuMBEBBATCH, Lawbencb Tbent, M.D., 2b, Cadogan 

place, Belgrave square, S.W. Council, 1868-70. Vice- 

Pres., 1878. 

1867 CuoLAHAN, Hugh, M.D., 9, Grange road, Bermondsey, S.E. 
1859 CuBGEKYEN, J. Bbendon, 1 1, Graven hill gardens, Bays- 
water, W. Council, 1870-72. 

1868 Daly, Fbedebick Henby, M.D., 185, Amhurst road, 

Hackney Downs, N.E. Council, 1877-9. Fice-Pres., 
1883. 
1882 Dambbill-Dayies, William R., Sandbach, Cheshire. 

1876 Davies, Gomeb, L.R.C.P. Ed., 66, Pembridge villas, Bays- 

water, W. 

1878 Dayies, Henby Naunton, Glyn Rhondda House, Cymei« 
Pontypridd, Glamorganshire. 

O.F. Dayis, John Hall, M.D., F.R.C.P., Obstetric Physiciau 
to, and Lecturer on Midwifery and Diseases of Women 
and Children at, the Middlesex Hospital; Physician 
to the Royal Maternity Charity ; Consulting Physician- 
Accoucheur to the St. Pancras Infirmary ; 37, Glouces- 
ter place, Portman square, W., and 41, Boundary road, 
N.W. Council, 1859, 1864-65. Vice-Pres. 1861-63. 
Pres. 1867-68. 

1873 Dayison, Fbancis, L.R.C.P. Ed., Saffi, Morocco. 

1877 Dayson, Smith Houston, M.D., Campden villa, 203, Maida 

vale, W. 

1878 Day, Edmund Oyebman, House Surgeon to the Royal In* 

firmary for Children and Women, Waterloo Bridge road. 
1880 Day, William Hankes, Surgeon to the City Prisons, 
Norwich ; All Saints' Green, Norwich. 

1 859 Day, William Henby, M.D., Physician to the Samaritan 

Free Hospital for Women and Children ; 10, Man<* 
Chester square, W. Council, 1873-75. 
1877 Dewab, John, L.R.C.P. Ed., 132, Sloane street, S.W. 

1860 Dickenson, John, F.R.C.S., Hon. Surgeon to the Wrexham 

Infirmary ; Wrexham, Denbighshire. 

1879 DoLAN, Thomas Michael, L.R.C.P. Ed., 32, North parade, 

Halifax. 



XXIV FELLOWS OP THE 80CTETY. 

Elected 

1877 Donovan, John Island, M.D., Skibbereen, Co. Cork. 

1879 Dosan, Alban H. G., F.R.C.S., Surgeon to Out-Patients, 

Samaritan Free Hospital; 51, Seymoar street, Port- 
man square, W. Council, 1883. 

1880 DowNEs, Denis Sidney, L.K.Q.C.P. I., 55, Kentish town 

road, N.W. 

O.F. Draoe, Charles, M.D., Hatfield, Herts. Council, 1861-4. 

1871 Drakb-Bbockman, Edward Forster, F.R.C S., L.R.C.P. 
Lond., Surgeon-Major ; Superintendent Eye Infirmary, 
Madras ; Professor of Physiology and Ophthalmology, 
Madras Medical College. \_Per Messrs. Richardson 
and Co., East India Army Agency, 13, Pall Mall, S.W.] 

1878 Dring, William Ernest, L.R.C.P. Ed., Bough ton-under- 

Blean, Faversham, Kent. 

O.F. Duncan, James, M.B., 8, Henrietta street, Covent garden, 
W.C. Council, 1873-74. 

1882 Duncan, William Archdeckne, M.D., St. Thomas's 
Hospital, S.E. 

1882 DuTT, Ufendra Krishna, L.R.C.P. Ed., 20, Beadon street, 
Calcutta. 

1882 Eadt, George John, M.E.C.P. Ed., Roslin, Caterham 
VaUey. 

1871 Bastes, George, M.B., F.R.C.S., Surgeon-Accoucheur to 
tlie Western General Dispensary ; 69, Connaught street, 
Hyde park square, W. Council, 1878-80. 

1878 Eaton, John Chamberlin, Ancaster, Grantham, Lincoln- 

shire. 

1877 Eddowes, William, Surgeon to the Salop Infirmary, 3, The 
College, Shrewsbury. 

1867 Edis, Arthur W., M.D., Assistant-Physician-Accoucheur 
to the Middlesex Hospital; Physician to the Chelsea 
Hospital for Women ; 22, Wimpole street, W. Council^ 
1873-74. Hon. Sec. 1874-77. Vice-Pres. 1878-80. 

1879 Elder, George, M.B., CM., Surgeon to the Hospital for 

Women^ Nottingham; 17, Regent street, Nottingham. 
Hon. Loc. Sed. 



F£LLOWS OF THE SOCIETY. XZV 

Sleeted 

1 879 Elkington, Arthur Guy, Surgeon-Major, Grenadier G uards, 
52, Gillingham street, Eccleston square, S.W. 

1878 Ellery, Richard, L.R.C.P. Ed., Plympton, Devon. 

1873 Engelmann, George Julius, A.M., M.D., 3003, Locust 
street, St. Louis, Missouri, U.S. 

1879 Evershed, Charles L., Maltravers street, Arundel, Sussex. 
1875 EwAET, John Henry, Surgeon to St. Mary's Hospital for 

Women and Children ; Limefield House, Cheetham 
hill, Manchester. 

1875 Eyeley, Joseph Frederick, L.E.C.P. Lond., 5, Hill-park 

crescent, Plymouth. Hon, Loc, Sec, 

1876 Farn COMBE, Richard, 40, Belgrave street, Balsall heatb, 

Birmingham. 

1869 Farquhab, William, M.D., Surgeon-Major, Madras Army, 

Bangfilore, Madras Presidency. 
1861 Fabr, Geo. F., L.R.C.P. Ed., Slade House, 175, Ken- 

nington road, S.E. 
1882 Farrar, Joseph, L.R.C.P. Ed., 8, Queen's terrace, More- 

cambe. 

1881 Fabber, George Albert, Spring villa, Brighouse, Halifax. 
1879 Fayber, Sir Joseph, M.D., K.C.S.L, Hon. Physician to 

H.M. the Queen and to H.R.H. the Prince of Wales ; 
Physician to H.R.H. the Duke of Edinburgh ; President, 
Medical Board, India Office, &c. ; 53, Wimpole street. 
Cavendish square. Council, 1883. 
1868 Fegan, Richard, M.D., 1, Charlton park terrace, Old 
Charlton, Kent. 

1872 Fergusson, Alexander, M.D., F.R.C.S. Ed., Tweedbrae 

House, Peebles, N.B. 

1873 FiNEGAN, James Herbert, M.D., Obstetric Surgeon to, and 

Lecturer on Midwifery at, the Liverpool Lying-in 
Hospital ; 48, Rodney street, Liverpool. 

1870 Fisher, John Moore, M.D., 27, The Pavement, Clapham, 

S.W. 

1882 Fitzgerald, Charles Egerton, M.D., West Terrace, 

Folkestone. 
1878 Flint, Arthur, L.R.C.P., Westgate-on-Sea, Isle of Thanet. 
1877* Fonmartin, Hekry de, M,D., Knaphill, Woking, Surrey. 



XXTl FSLLOW8 OF THE SOCIETY. 

Elected 

1877* FoED, Jambs, M.D., Eltham, Kent. 

1865 Fowler, James, F.S.A., Hon. Surgeon to the Clayton Hos- 
pital and Wakefield General Dispensary; 13, South 
Parade, Wakefield. Council, 1872-4. Hon. Loc. See. 

1862 Fkain, Joseph, M.D., Hon. Surgeon to the South Shields 

Dispensary ; Frederick street. South Shields. 

1875 Fbaseb, Angus, M.D., Physician and Lecturer on Clinical 

Medicine to the Aberdeen Royal Infirmary ; 232, Union 
street, Aberdeen. 

1867 Febeman, Henby W., 24, Circus, Bath. 

1881 Feodsham, John Mill, M.D., Denham House, Upper 
Streatham. 

1880 Fey, John Blount, Swindon, Wiltshire. 

1867 Fullee, Chaeles C, 33, Albany street, Regent's park, N.W. 

1874'*' Galabin, Alfeed Lewis, M.A., M.D., Assistant Obstetric 

Physician to, and Joint Lecturer on Midwifery at, Guy's 

'Hospital ; 14, St. Thomas's street, Southwark, S.E. 

Council, 1876-78. Hon, Lib. 1879. Hon. Sec, 1880-3. 

1863 Galton, John H , M.D., Woodside road. Upper Norwood, 

S.E. Council, 1874-6. 

1881 Gandy, William, Hill Top, Gipsy hill, S.E. 

1879 Gaednee, John Twiname, 6, Hillsboro* terrace, Ilfracombe. 

1872 Gaedneb, W., M.A., M.D., 551, St. Joseph street, Montreal, 

Canada. 

1863 Gaeman, Henby Vincent, Kent House, 6, Bow road, £. 

1876 Gabnee, John, 52, New Hall street, Birmiugham. 

1879 Gabstang, Thomas *W. Haeeopp, Oakleigh, Dobcross, near 
Manchester. 

1873 Gaeton, William, M.B., F.R.C.S., Hardshaw street, St. 

Helen's, Lancashire. 

1859 Gaskoin, Geobqe, 7, Westbonrne park, W. Oouneil, 
1870-72. 

1875 Gawith, J. Jackson, 23, Wcstbourne park terrace, W. 

1877 Gbll, Thomas Silybstbb, M.D., St. John's Lodge, Kensal 

green, W* 



FSLLOWS OF THS SOCIETY. XXVU 

Uleeted 

1859 Geevis, Henry, M.D., F.R.C.P., Obstetric Physician to, 
and Lecturer upon Obstetric Medicine at, St. Thomas's 
Hospital ; Examiner in Obstetric Medicine at the Uni- 
versity of London ; 40, Harley street. Cavendish square. 
Council, 1864-66. Ron. Sec. 1867-70. Fice-Pres. 
1871-3. Treas. 1878-81. Pres. 1883. 

1866 Gebyis, Fbedebick Heudeboubck, 1, Fellows road, 
Haverstock hill, N.W. Council, 1877-9. 

1875 GiBBiNGs, Alfbed Thomas, M.D., 93, Richmond road, 
Dalston, N.E. 

1874 Gibson, James Edwabd, Hillside, West Cowes, Isle of 

Wight. 

1866 GiDDiNGs, William Kitto, L.R.C.P. Ed., Shaftesbury 

House, Calverley, near Leeds, Yorkshire. 

1877 GiFFABD, Douglas William, 44, Old Steyne, Brighton. 

1875 Giles, Peteb Bboome, L.R.C.P. Ed., The Quinta, Brobury, 

Hereford. 

1869 Gill, William, L.R.C.P. Lond., 11, Russell square, W.C. 

1867 QiTTiNS, John, L.R.C.P. Ed., St. 01ave*s Union, Parish 

street, Southwark, 134, Tooley street, S.E. 

1871 GoDDABD, Eugene, L.R.C.P. Lond., North Lynne, High- 
bury New Park, N. 

1876 GoDFBAY, Alfbed Chables, M.B., 43, La Motte street, 

Jersey. 

1877 Godson, Chables, F.R.C.S., 1, Astwood road, Cromwell 

road. South Kensington, S.W. 

1871 Godson, Clement, M.D., CM., Consulting Physiciai) to the 
City of London Lying-in Hospital ; Assistant Physician. 
Accoucheur to St. Bartholomew's Hospital; 9, Gros- 
venor street, W. Council, 1876-77. Hon. Sec. 1878- 
81. TicePres. 1882-3. 

1868 Godwin, Ashton, M.D., 28, Brompton crescent, Brompton, 

S.W. 

1873 Goldsmith, John, M.D., Highworth House, Worthing, 
Sussex. 



XXYIU FELLOWS OF THE SOCIETY. 

Elected 

1873 GooDCHiLD, Nathaniel, L.R.C.P. Ed., 9, Highgate road, 

N.W. 

1869 Goss, TBEOEifNA BiDDULFH, 36, The Paragon, Bath. 

1875 Gray, James, M.D., 15, Newton terrace, Glasgow. 

1874 Greene, William Thomas, M.D., Moira House, Peckham 

rye, S.B. Council, 1880. 

1863 G-RiFFiTH, G. DE GoRBEQUER, Lecturer on Diseases of 
Women and Children at the Zenana and Medical 
Mission Training School for Ladies ; Consulting 
Physician to the Hounslow Hospital ; 34, St. George's 
square, S.W. 

1869 Griffith, John T., M.D., Talfourd House, Camberwell, 

S.E. 

1879 Griffith .Walter Spencer Anderson, F.R.C.S., Assistant 

Demonstrator of Anatomy, St. Bartholomew's Hospital ; 
66, Guilford street, Russell square, W.C. 

1880 Griffiths, Griffith, Brynedyn, Pontardawe, Swanse 

Valley. 

1870 Grigg, William Chapman, M.D., Physician to the In- 

patients, Queen Charlotte's Lying-in Hospital; Assistant 
Ohstetric Physician to the Westminster Hospital; 
Assistant-Physician to the Victoria Hospital for Chil- 
dren; 6, Curzon street, Mayfair. Council, 1875-77. 

O.F. Grimsdale,Thos. F., L.E.C.P. Ed., Consulting Surgeon to 
the Lying-in Hospital, and late Lecturer on Diseaser 
of Cliildren, &c., at the !Boyal Infirmary School of 
Medicine ; 29, Rodney street, Liverpool. Council, 
1861-62. Vice-Fres. 1875-76. 

1882 Gripper, Walter, M.B.Cantah., M.R.C.S., 6, Sumner 
South Kensington, S.W. 

1880 Grogono, Walter Atkins, 216, High Street, Stratford, E. 

1877 Grosholz, Frederick Hermann Varley, L.K.Q.C.P.L, 
Pier House, Aberdovey, Merionethshire, North Wales. 

1876 Groth, Ernst R. G., M.D., 5, Weymouth street, Portland 

place, W. 



FELLOWS OF THE SOCIETY. XXIX 

Elected 

1879 Gbote> William Bichard, M.D., St. Ives, Huntingdonshire. 

1867 Hadaway, James, L.E.C.P. Ed., 47b, Welbeck street, 
Cavendish square, W. 

1876 Hadden, John, M.D., 31, West street, Horncastle, Lincoln- 

shire. 
1881 Hair, James, M.D., Westgate, Peterborough. 

1859 Hall, Fbedebick, 1, Jermyn street, St. James's, S.W. 

1871 Hallowes, Fbedebick B., Redhill, Beigate, Surrey. 

1880 Hames, Geoboe Henby, F.R.C.S., 4, Orme Square, Bays- 

water, W. 

1880 Hamilton, Thomas, M.D., Melrose House, Green lanes, 

Stoke Newington, N. 
1874 H ANNAN, Fbancis John, M.B., Avonside, Downton, Wilts. 

1860 Habdey, Key, Surgeon to the West City Dispensary ; 4, 

Wardrobe place, Doctors' Commons, E.C. 

1877 Habpeb, Gebald S., 5, Hertford street. May Fair, W. 

O.F. Habpeb, Philip H., F.R.C.S., 30, Cambridge street, Hyde 
park, W. 

1878 Habbies, Thomas Davies, F.R.C.S., 36, North Parade, 

Aberystwith, Cardiganshire. 

O.F. Habbinson, Isaac, F.R.C.S., Castle street, Reading, Berks. 

Council^ 1862-65. Hon, Loc, Sec, 
1862 Habbts, Chables, M.D., Northiam, Ashford, Kent. 

1872 Habbis, Henby, M.D., F.R.C.S., Trengweath place, Redruth 

Cornwall. 
1867 Habbis, William H., M.D., Professor of Midwifery in the 
Madras Medical College, and Superintendent of the 
Lying-in Hospital, Madras ; 7§, Oxford gardens, W. 
[agent: Mr. H. K. Lewis, Gower street]. 

1861 Harbis, William John, 26, Marine Parade, Worthing. 

Hon, Loc, Sec. 

1880 Habbison, Riohabd Chablton, 4, The Terrace, St. Mary's 
vale, Chatham. 

1879 Habvey, Geobge', L.R.C.P. Ed., Wirks worth, Derbyshire. 

1880 Habvey, John Stephenson, 26, Eue Wissocq, Boulogne- 

sur-Mer, France. 



XXX FELLOWS OF THE SOCIETY. 

Elected 

1865 Hartet, Robert^ M.D., 52, Chowringhee, Calcutta. 

[Per Messrs. Cochran and Anderson, 152, Union 

street, Aberdeen.] Hon. Lac, Sec, * 

1873 Hatherly, Henry Reginald, L.R.C.P. Ed., Arundel 
House, Park side, Nottingham. 

1865 Hayes, Hawkesley Roche, Basingstoke, Hants. 

1873 Hayes, Thomas Crawford, M.D., Assistant Obstetric Phy- 
sician to King's College Hospital; 17, Olarges street, 
Piccadilly, W. CouneU, 1876-78. 

1880 Heath, William Lenton, M.B., 85, Gloucester Road, 

South Kensington, S.W. 

1867 Hembrough, John William, Ivy cottage, Waltham, 
Grimsby. 

1870 Henderson, Alexander, 2, Meadow Bank place. Rose vale, 
Partick, Glasgow. 

1878 Henry, Louis, M.D., Melbourne, Victoria, Australia [per 
J. Kilpatrick, Esq., 2, Northampton Square, Clerken- 
well, B.C.]. 

1881 Hepburn, William Alex., Rosslyn House, Coxhoe, Co. 

Durham. 

1876 Herman, George Ernest, M.B., Assistant Obstetric Phy- 
sician to the London Hospital, 7, West street, Finsbury 
circus, E.C. Council, 1878-79. Hon, Lib. 1880-1. 
Hon. Sec. 1882-3. 

O.F. Hewitt, Graily, M.D., F.R.C.P., Professor of Midwifery 
in University College, London, and Obstetric Physician 
to University College Hospital ; 36, Berkeley square, 
W. Hon. Sec. 18.59-64. Treae. 1865-66. Vice-Pree. 
1867-68. Free. 1869-70. 

1867 HiCKiNBOTHAM, James, M.D., Physician to the Birming- 
ham and Midland Hospital, for Women ; 26, Broad 
street, Birmingham. 

1876 HicKS, Edward John W., M.D., CM., Port Elliot, South 
Australia. 



FELLOWS OF THE SOCIETY. XXXI 

Mected 

1860 Htcks, John Braxton, M.D., F.R.C.P., F.R.S., Physician- 
Accoucheur to, and Lecturer on Midwifery and the 
Diseases of Women and Children at, Guy's Hospital ; 
24, G«orge street, Hanover square. Council, 1861-2, 
1869. Hon. See. 1863-65. Viee-Pree. 1866-68. 
Treaa. 1870. Free. 1871-2. 

1860 HiGGs, Thomas Frederic, L.R.C.P. Ed., Beaconsfield 
House, Dudley, Worcestershire. 

1879 Hill, T. Wood, L.R.C.P. Ed., 96, Earl's court road, W. 

1872 HiLLiABD, Bobert Harvey, M.D., Aylesbury. 

1876 Hoar, William. [Care of B. Ground, M.B., GabrieFs 
hill, Maidstone.] 

O.F. Hodges, Richard, M.D., F.R.C.S., 25, York place. Baker 
street, W. 

1864 HoFFMEisTER, WiLUAM CARTER, M.D., Surgeou to the 
Queen in the Isle of Wight ; Clifton House, Cowes, 
Isle of Wight. Cmncih 1877-9. 

1875 HoLLiNGS, Edwin, L.R.C.P. Ed., 4, Gordon street, Gordon 

square, W.C. 
1859 HoLMAN, CoNSTANTiNE, M.D., Barons, Reigate, Surrey. 
Couneil, 1867-69. Fice-Pres. 1870-71. 

1880 HoNiBALL, Oscar Dunscombe, M.D., New Amsterdam, 

British Guiana. 

1864 Hood, Wharton Peter, M.D., 65, Upper Berkeley street, 
Portman square, W. 

1881 HopcROFT, Thomas, L.B.C.P. Ed., High street, Dorking. 

1872 Hope, William, M.D., Physician to Queen Charlotte's 
Lying-in Hospital ; 56, Curzon street. May fair, W. 
Council, 1877-9. 

1876 HoRSMAN, Godfrey Charles, 22, King street, Portman 

square, W. 

1877 Howell, Horace Sydney, M.D, 11, Boundary road, 

St. John's Wood, N.W. 

1879 Howie, James Muir, M.D. Edin., 50, Rodney street, 

Liverpool. 
1879 Hubbard, Thomas Wells, Lenham, Bromley, Kent. 



XXXU FELLOWS OF TH£ SOCIETY. 

JSlected 

1882 Hunt, Joseph William, M.D., B.S., 101, Queen's road, 
DalstoD, E. 

1878 Husband, Walter Edwabd, 56, Bury New Eoad, Man- 

chester. 
1859 Hutchinson, Jonathan, F.R.C.S., Surgeon to the London 

Hospital ; 15, Cavendish square, W. Council, 1869-71. 

VieePres. 1881-3. 
1882 HuTTON, RoBEBT James, L.R.C.P. Ed., Stapleton House, 

Staple ton Hall road. Crouch hill, N. 

1877 Ilott, James John, L.R.C.P. Ed., Resident Medical Officer, 

Whitechapel Union Infirmary, Baker's row, E. 

1879 Inkson, James, M.D., Surgeon-Major, Army Medical De- 

partment ; care of Mr. J. Taylor, 37, Albert square, 
Clapham, 

1876 Ibwin, John Abthub, M.D., M.A., 235, Brunswick street, 

Manchester. 

1864 Jackson, Edwabd, M.B., 81, Osborne Road, Jesmond, New- 

castle-on-Tyne. 
1864 Jackson, Robebt, M.D., 53, Notting hill square, W. 
1873 Jakins, William Vospeb, L.R.C.P. Ed., Sturt street, 

Ballarat, Victoria. [Per Isaac N. Jakins, Esq., 32, 

bsnaburgh street, Regent's park.] 
1872 Jalland, Robebt, Horucastle, Lincolnshire. 

1878 James, Walteb Culveb, M.D., M.C., 11, Marloes road, 

Kensington, W. 

1877 Jamieson, Patbick, M.A., 3, St. Peter's street, Peterhead, 

Aberdeenshire. 

1881 Jeffcoat, James Henby, Surgeon Major, Army Medical 

Department, 6, Upper Nile terrace, Rochester. Hon, 
Loc, Sec, 
1877 Jenks, Edwabd W., M.D., Professor of Medical and Sur- 
gical Diseases of Women and of Clinical Gynsecology, 
Chicago Medical College; 170, State street, Chicago, 
Illinois, U.S. 

1882 Jennings, Chables Egebton, L.R.C.P. Lond., Abbey 

House, Malmesbury. 

1877 Johnson, Samuel, M.D., 5, Hill -street, Stoke-upon-Trent. 
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Elected 

1881 Johnston, Joseph, M.D., Brigade Surgeon, Army Medical 
Department ; St. John's Wood Barracks, N.W. 

1879 Johnston, Wm. Beech, M.D., 157, Jamaica road, Ber- 
mondsey, S.E. 

1868 Jones, Evan, Ty-Mawr^ Aberdare, Glamorganshire. Han. 
Log. Sec, 

1878 Jones, H. Macnaughton, M.D., Physician to the Cork 

Maternity, and County and City of Cork Hospital for 
Diseases of Women and Children ; St. Patrick's place, 
Cork. 

1881 Jones, James Robert, M.B., Box, 320, Winnipeg, Mani- 
toba, Canada. 

1868 Jones, John, 60, King street, Regent street, W. 

1874 Jones, John Thomas, L.K.Q.C.P. L, 179, Brixton road, 

S.W. 
1876 Jokes, Leslie, M.D., CM., 3, Brighton parade, Blackpool. 

1873 Jones, Philip W., Silver street, Enfield. 

1873 Jones, Thomas Debhy, L.R.C.P. Ed., 328, Upper street, 

Islington, N. 

1879 JouBEBT, Charles Henkt^ M.D., Darjeeling, Bengal; 

[care of Messrs. Gray and Co., 21, Canning street, 
Calcutta]. 

1878 JuDSON, Thomas Robeut, L.R.C.P. Lond., Hayman's 
Green, "West Derby, Liverpool. 

1875 Jukes, Augustus, M.B., N. W. Mounted Police, Regina, 

N. W. Territory, Canada. 

1878 Kane, Nathaniel H. K., M.D., Lanherne, Kingston hill, 

Surrey. 

1880 Kebbell, Alfred, Flaxton, York. 

O.F. Keele, Geoege Thomas, 81, St. PauPs road, High- 
bury, N. 

1874 Kempsteb, William Henby, L.R.C.P. Ed., Oak House, 

Bridge road, Battersea. 

1879 Ker, Hugh Riohabd, L.R.C.P. Ed., Comberton House, 

Hales-Owen, Birmingham. 

1865* Kbbnot, Geobge Chables, M.D., 5, Elphinstone road, 
Hastings, Sussex. 
vol. xxiv. c 



XXXiy KELLOWS OF THE SOCIETY. 

Elected 

1872 Kerr, Norman S., M.D., F.L.S., 42, Grove road, Regent's 
park, N.W. 

1877 Kerswill, George, Looe, Liskeard, Cornwall. 

1877* Kerswill, John Bedford, M.R.C.P. Ed., Fairfield, St. 
German's, Cornwall. 

1878 Khort, Rustonjee Nasebwanjee, M.IX Brussels, L.Med. 

Bombay, Physician to the Parell Dispensary, Bombay, 
Lecturer to Native Midwives, Grant Medical College, 
Bombay. [39, St. James's square, Holland park.] 

O.F. KiALLMARK, Henry Walter, 5, Pembridge gardens, Bays- 
water. Council, 1879-80. 

1860 KiNOSFORD, Edward, F.R.C.S., Surgeon to the Sunbury 
Dispensary ; Sunbury-on-Thames. 

1862 KiRKPATRicK, John Rutherford, M.B. Dubl., Examiner in 
Midwifery, Royal College of Surgeons, Ireland ; 4, 
Upper Merrion street, Dublin. Council^ 1872-4. 

1872* Kisch, Albert, 3, Sutherland gardens, Maida vale, W. 
1867 Knaggs, Henry Guard, M.D., 189, Caraden road, N.W. 

1877 Knight, Charles Frederick, 34, Claremotft square, N. 

1876 Knott, Charles, M.R.C.P. Ed., Liz Ville, Elm grove, 
Southsea. 

• 

1881 Lacy, Charles Sethward de Lacy, M.B., 31, Grosvenor 
street, W. 

1876 Lancuester, Henry Thomas, M.D., Park House, Park 
lane, Croydon, Surrey. 

1878 Lang, Alex. M., M.B., 41, Warwick road, South Kensing- 

ton. 

1867 Langford, Charles P., 29, Duncan terrace, Islington, N. 
O.F. Langmore, John Charles, M.B., F.R.C.S., 20, Oxford 

terrace, Hyde park, W. Council, 1861-64. Vice- 

Pres. 1869-71. 

1 872 Lattey, James, 23, St. Mary Abbott's terrace, Kensington, W. 

1875 Lawrence, Alfred Edward Aust, M.D., Physician- 
Accoucheur to the Bristol General Hospital ; 15, 
Richmond hill, Clifton, Bristol, 



FELLOWS OF THE SOCIETY. XXXV 

Mected 

1878 Leachman, Albert Wakren, M.D., Fairley, Petersfield, 
Hants. 

1882 Lee, Francis Boynton, F.R.C.P. Ed., The Elms, Heck- 
mpndwike. 

1860 Leishman, William, M.D., Physician to the University 
Lying-in Hospital, Eegius Professor of Midwifery in 
the University of Glasgow ; 11, Woodside crescent, 
Glasgow. Council, 1866-68. Vice-Pres. 1869-70. 

1882 Leonard, Henry James, M.B., 279, Camden road, N.W. 

1881 Le Page, John Fisher, L.R.C.P. Ed., Meadowfield House, 
near Durham. 

1874 Lewis, Charles Francis, L.R.C.P. Ed., Bromfield's, 

Henfield, Sussex. 

1877 Lewis, John Riggs Miller, M.D., Deputy-Surgeon General, 

Woodlands, Queen's road, Norbiton, S.W. 

1875 LiEBMAN, Carlo, M.D. Vienna, Principal Surgeon, Trieste 

Civil Hospital, Trieste, Austria. 

1876 Lilley, George Herbert, M.D., M.R.C.P., Medical Officer 

H.M.'s Convict Prison, Portland, Dorset. 

1873 Lindsay, W. B., M.D., Strathroy, Ontario, Canada. 

1874 LiTHGOW, Robert Alexander Douglas, M.R.C.P. Ed., 

1, Walton place, Hans place, S.W. 

1868 Llewellyn, Evan, L.R.C.P. Ed., 9, Mount place, London 
Hospital, E. 

1872* Lock, John Griffith, M.A., Lansdowne House, Tenby. 

1859 Lombe, Thomas Robert, M.D., Bemerton, Torquay. 

1870 Long, Mark, M.D., Ludlow, Salop. 

1878 LoRiMER, John Archibald, 33, Castle street, Farnham. 

1876 LovETT, Henry Albert, Swansea, Tasmania. [Per 8. W. 
Lovett, St. Stephen's street, Norwich.] 

1862 Lowe, George, F.R.C.S., 5, Horninglow street, Burton-on- 
Trent, Staffordshire. 

1866 LucEY, William Cubitt, M.D., The Elms, Bushhill Park, 
Enfield. 



XZXYl FELLOWS OF THE SOCIETY. 

Elected 

1873 Lush, William John Henry, F.B.C.P.Ed., Associate of 
King's College, London ; Fyfield Hoase, Andover. 

1878* Lycbtt, John Allan, The " Hollies," Graiseley, Wolver- 
hampton. 

1869 Lydall, Wykbham H., L.B.C.P.Ed., 19, Mecklenburgb 
sqaare, W.C. 

1871 McCallum, Duncan Campbell, M.D., Professor of Mid- 
wifery and Diseases of Women and Children, McGill 
University; Physician to the University Lying-in 
Hospital; and Physician to the Montreal Genera] 
Hospital; 45, Union avenue, Montreal, Canada. 

1879 Mackeouoh, George J., M.D., Chatham, Ontario, Canada. 

O.F. Mackindeb, Drapeb, M.D., Consulting-Sargeon to the 
Gainsborough Dispensary; Gainsborough, Lincolnshire. 
Council, 1871-3. 

1879 Maclaurin, Henry Normand, M.D., 155, Macqnarie 
street, Sydney, New South Wales. 

1879 Macneilage, Dayid, L.R.C.P. Ed., 5, Hilda place, Salt- 
burn, Yorkshire. Hon, Loc, Sec, 

1879 MacSwinney, George Henry, M.D., Westall House, 
Brook green, Hammersmith. 

1859 Madge, Henry M., M.D., 4, Upper Wimpole street, W. 

Council, 1863-65. Vice-Prea. 1872-4. 
1871 Mauns, Edward, M.D., Obstetric Physician to the 
General Hospital, Birmingham ; 8, Old square, Bir- 
mingham. Council, 1881-3. 

1876 Manby, Frederick Edward, 10, King street, Wolver- 
hampton. 

1876 Manders, Horace, Agincourt House, York town, Fam- 
borough Station. 

1868 March, Henry Colley, M.D., 2, West street, Roch- 
dale. 

1860 Marley, Henry Frederick, Padstow, Cornwall. 

1862 Marriott, Bobert Buchanan, Swaffham, Norfolk. 

1876 Marshall, Francis John, Resident Medical Officer to St. 
George's Hospital. 
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Elected 

1873 Mabtin, Henry Charbington, M.B., CM., II, Somers 
place, Hyde park, W. 

1875 Mason, John Wallis, 1, Osnabargh terrace. Regent's 
park, W, 

1877 Mason, Samuel Butler, L.ILC.P. Ed., Denham House, 
Pontypool, Monmouthsbire. 

1877 Maunsell, H. Widenham, A.M., M.D., Pitt and London 
street, Danedin, New Zealand. 

1877 May, Lewis James, Boantis Thome, Seven Sisters road, 
Finsbnry Park, N. 

O.F. Meadows, Alfred, M.D.j Physician-Accouchenr to, and ^ 
Lecturer on Midwifery at, St. Mary's Hospital ; 
27, George street, Hanover square, W. Council, 1862-64. 
Hon, Sec. 1865-66. Hon, Lib. 1865. Treas. 1867-69. 
Fice-Pres. 1874-6. 

1882 Meredith, William Appleton, M.B., CM., 6, Queen 
Anne street. Cavendish square, W. 

1875 *Miles, Abijah J., M.D., Professor of Diseases of Women 

and Children in the Cincinnati College of Medicine, 
Cincinnati, Ohio, U.S. 

1 87 1 Miller, Hu gh, M.D., Physician- Accoucheur to the Glasgow 
Maternity Hospital ; 298, Bath crescent, Bath street, 
Glasgow. 

1876 MiLLMAN, Thomas, M.D., Asylum for the Insane, London, 

Ontario, Canada. 

1880 Mills, Robert James, M.B., M.C., All Saints' Green, 
Norwich. 

1876 Mjlson, EiCHARD Henry, M.D., 88, Finchley road. South 
Hampstead, N.W. 

1869 MiLWARD, James, 27, Charles Street, Cardiff. 

1869 Minns, Pembroke R. J. B., M.1)., Thetford, Norfolk. 

. 867 Mitchell, Robert Na^hal, M.D., Chester House, Wick* 
ham road, Lewisham High road, S.E. 

1873 MoNCKTON, Marshall, L.F.P.S. Glasgi, Maidstone* 



XXXVUl FELLOWS OF THE SOCIETY. 

Elected 

1868 MooTHoosAWMY MooDBLLY, P. S., M.D., F.L.S., Native 

Surgeon, Uncovenanted Service, and Teacher of Mid- 
wifery, L. F. Midwifery, Manargoodi, Tanjore District, 
Madras Presidency. 

1877 Moon, Frederick, M.B., Bexley house, Greenwich. 

1873 Moon, Robert Henry, F.R.C.S., Fern Lodge, Lower 
Norwood. 

1869 Moore, Joseph, M.D., Haroldean, Thornton Heath, 

Surrey. 
1859 Moorhead, John, M.D., Surgeon to the Weymouth Infir- 
mary and Dispensary ; Weymouth, Dorset. 

• 1879 MouLLiN, James A. Mansell, M.A., M.D., 68, Wimpole 

street. Cavendish square, W. 

1878 MowAT, George, St. Albans. 

1878 MuiR, James C. P., L.R.C.P. Ed., 44, Cornwall road, West- 
bourne park. 

1877 Murphy, James, M.D., Surgeon to the Hospital for 
Women and Children, Sunderland, and Lecturer on 
Botany in the University of Durham College of Medi- 
cine at Newcastle-upon-Tyne ; Holly House, Sunder- 
land. Hon, Loc» Sec. 

O.F. Murray, Gustavus Charles P., M.D., Obstetric Physician 
to the Great Northern Hospital ; 66, Great Cumber- 
land place, Hyde park, W. Council, 1864-65. 1883. 
Hon. Sec. 1866-69. Fice-Pres. 1870-72, Treas. 
1873-77. 

1877 Murray, J. Jardine, 99, Montpelier road, Brighton. 

O.F. MusGRAVE, Johnson Thomas, L.E.C.P. Ed., Irlam villa, 
39, Finchley road, N.W. Council, 1859-60. 

1880 Nall, Samuel, 34 Higbgate road, N.W. 

1863 Nason, John James, M.6. Lond., 11, Bridge street, Strat- 
ford-on-Avon. 

1859 Neal, James, M.D., late Hon. Surgeon to the Lying-in 
Hospital, Birmingham ; Barcelona House, Sandown, 
Isle of Wight. 

1 876 Nbsbitt, Dawson, M.D., 34, Cambridge place, Hyde Park, W, 



FELLOWS OF THE SOCIETY. XXXIX 

Mected 

1882 Nesham, Thomas Cabgill, M.D.^ Lecturer in Midwifery 
in the University of Durham College of Medicine at 
Plewcastle-on-Tyne ; 43, Northumberland street, New- 
castle-on-Tyne. 

1881 Netherclift, William Henry, Resident Medical Super- 

intendent, Chelsea Infirmary, Cale street, S.W. 

1876 Newham, James, 16, Princes street, Cavendish square, W. 

1859 Newman, William, M.D., Surgeon to the Stamford and 
Rutland Infirmary ; Barn Hill House, Stamford, 
Lincolnshire. Council, 1873-75. Vice-Prea. 1876-77. 

1873 Nicholson, Arthub, M.B. Lond., 98, Montpellier road, 
Brighton. 

1879 Nicholson, Emilius Rowley, M.D., 89, Camden road, N.W. 
1876 Nix, Edward James, M.D., 143, Great Portland street, W. 

1882 Norm AN, John Edward, Lismore House, Hehhnm-on-Tyne. 

1880 Oakley, John, Holly House, Wood's End, Halifax, York- 

shire. 

1868 Gates, Parkinson, M.D., 164, Cambridge street, Eccleston 

square, S.W. 

1876 Ogston, Francis, Junr., M.D., 156, Union street, Aberdeen. 

O.F. Oldham, Henry, M.D., F.R.C.P., Consulting Obstetric 
Physician to 6uy*s Hospital ; 4, Cavendish place, Caven- 
dish square, W. Fice-Fres, 1859. Council, 1860, 
1866-66. Treas. 1861-62. Pres. 1863-64. Trustee. 

1869 Ord, George Rice, Streatham hill, Surrey. Connctl 1881. 

1880 Orton, Charles, M.R.C.P. Ed., Nelson place, Newcastle- 
under-Lyme, Staffordshire. 

1877 Ostebloh, Paul Rudolph, M.D. Leipzic ; Dresden. 

» 

1877 Ostlbre, Robert, M.B., CM., 28, Stoke Newington 

road, N. 
1863 Oswald, ^James Waddell Jeffries, M.D., 245, Ken- 

nington road, S.E. 

1880 Outhwaite, William, Hebert House, Denmark Hill, S.E. 

1875 Owen, William, 28, Shore road, Hackney, E. 

1877 Palmer, Montagu H. C, London road, Newbury, Berks. 



Xl FELLOWS OF THB 80CIBTT. 

Ulected 

1877 Pakamobe, Richard, 18, Hunter street, Branswick square, 
W.C. 

1873 Pabkeb, Robert William, 8, Old Cayendish street, W. 

1882 Pabkes, Louis, M.B., 6, Osnabargh street, N.W. 

1867 Pabks, John, The Wylde, Bury, Lancashire. 

1873 Pabks, Lutheb, A.M., M.D., 1, Place Duplaa, Pan, Prance. 

[Agents : Messrs. Baring Brothers & Co., 8, Bishopsgate 
street within, E.G.] 

1872 Pabr, Geobge, M.D., 18, Upper Phillimore place, Kensing* 
ton, W. 

1880 Pabsons, Sidney, 78, Kensington park road, W. 

1865* Paterson, James^ M.D., Hayburn Bank, Partick, Glasgow. 

1879 Pauli, Theofhilus William, L.R.C.P. Ed., Luton, Beds. 

1874 Payne, William S. Hele, 87, Queen's Road, Peckham, 

S.E. 

1882 Peacet, William, M.B., 214, Lewisham high road, S.E. 

1864 Pearson, David Ritchie, M.D., 23, Upper Phillimore 
place, Kensington, W. 

1871 Pedleb, Geoboe Henby, 6, Trevor terrace, Rutland gate, 
S.W. 

1880 Pedley, Thomas Fbanklin, Rangoon, India. 

1880 Peel, Robebt, 114, Collins street east, Melhonrne, Victoria. 
O.F. Peibce, Richabd King, Woodside, Windsor Forest, Berks. 

Council, 1881. 

1881 Penny, George Town, B.A., Stanley House, Oakfield road, 

Upper Tollington Park, N. 

1881 Pebigal, Abthub, M.D., New Barnet, Herts* 

1871 Pebbigo, James, M.t)., 163, Bleury street, Montreal, 
Canada. Hon. Loe. Sec. 

1879* Pesikaka, HobmasjI Dosabhai, 23, Hornhy row, Bombay. 

1879 Phibbs, Robebt Feathebstone, L.R.C.P. Ed., Pelham 
House, 30, Sutherland gardens, Maida vale, W. 

1879 Phillips, Geobge Richabd Tubneb, 24, Leinster square, 
Bayswater^ W* 



FELLOWS OF THE SOCIETY. xli 

Elected 

1882 Phillips, John, B.A., M.B., 50, Oxford gardens, W. 

1878 Philpot, Joseph Henry, M.D., 26, South Eaton place, S.W. 
1871 Philps, Philip George, 4, Queen's road, Peckham, S.E. 
1876 PiCARD, P. KiRKPATRiCK, M.D., 59, Abbey road, St. John's 
Wood, N.W. 

1874 PiGG, Thomas, M.D., Physician to the Manchester 

Sonthern Hospital for Women and Children; 98, 
Mosley street, Manchester. 

1876 PiGGOT, Allen, L.R.C.P. Ed., BourneviUe Lodge, Becken- 

ham, Kent. 

1866 Pilcher, William John, 43, High street, Boston, Lincoln- 
shire. 

1864 Playpair, W. S., M.D., F.R.C.P., Physician Accoucheur 
to H.I. & R.H. the Duchess of Edinburgh; Pro- 
fessor of Obstetric Medicine in King's College, and 
Obstetric Physician to King's College Hospital; 31, 
George street, Hanover Square, W. Council, 1867. 
1883. Hon, Librarian, 1868-9. Hon. Sec. 1870-72. 
Fice-Pres., 1873-5. Pres. 1879-80. 

1880 PococK, Frederick Ernest, M.D., The Limes, St. Mark's 
road, Notting hill, "W. 

O.F.* Pollard, William, Surgeon to the Torbay Hospital ; 
Southlands, Torquay, Devon. 

1877 Poole, S. Wordsworth, M.D., Dunedin, Sidcup, Kent. 

1876 Pope, H. Campbell, M.D., F.R.C.S., Broomsgrove Villa, 

280, Goldhawk road, Shepherd*s Bush, W. 
1882 Porter, Joseph Francis, M.D., 1, Bow road, E. 

1864 Potter, John Baptiste, M.D., Obstetric Physician to, 
and Lecturer on Midwifery and the Diseases of Women 
at, the Westminster Hospital ; 20, George street, 
Hanover square, W. Council, 1872-6, Hon. Lib. 1877-8. 
Vice-Pres. 1879-81. Treas. 1882-3. 

1875 Powdrell, John, 160, Euston road, N.W. 

1863 Powell, Josiah T., M.D., 347, City road, E.G. 

1864 Price, William Nicholson, Lecturer on Midwifery and the 

Diseases of Women and Children at the Leeds School 
of Medicine ; Mount Pleasant, Leeds. Council, 1876-8* 



Xlii FELLOWS OF THE SOCIETY. 

JElected 

1880 Pbickett, Mabmaduke, M.D., 43, Albion street^ Hyde 
park. 

O.F. Priestley, William 0., M.D., F.R.C.P., Consalting 
Obstetric Physician to King's College Hospital; and 
Consulting Physician-Accoucheur to the St. Marylebone 
Infirmary; 17, Hertford street, Mayfair, W. Council, 
1859-61, 1865-66. Fice-Pres. 1867-69. Pres. 1875-76. 

1876 QuiRKE, Joseph, L.R.C.P. Ed., The Oaklanda, Hunter's 
lane, Handsworth, Birmingham. 

1879 Raitt, Thomas, M.D., Hill house, Woolwich, Kent, S.E. 

Q.F. Randall, John, M.D., Lecturer on Medical Jurisprudence^ 
St. Mary's Hospital Medical School ; Medical Officer, 
St. Marylebone Infirmary ; 35, Nottingham place, W. 
Council, 1877. 

1861 Rasgh, Adolfhus A. F., M.D., Physician for Diseases of 

Women to the German Hospital; Physician to the 
Training Hospital, Tottenham ; 7, South street. Fins- 
bury square, B.C. Council, 1871-3. 

1878 Eawlings, John Adams, M.R.C.P. Ed., 4, Northampton 

terrace, Swansea. 

1870 Ray, Edward Reynolds, Dulwich, Kent, S.E. 

1860* Eayner, John, M.D., Swaledale House, Quadrant road 
north, Highbury New Park, N. 

1879 Read, Thomas Laurence, 11, Petersham terrace, Queen*s 

gate, S.W. 

1874 Rees, William, Priory House, 129, Queen's crescent. Haver- 
stock hill, N.W. 

1879 Reeve, Henry, 286, Mile End road, and 24, White Horse 
lane, E. 

1879 Retd, William Loudon, M.D., 7, Royal crescent, Glasgow. 
1875* Rey, Eugenio, M.D., 39, Via Cavour, Turin. 

1862 Richards, David, Llangeitho, Cardiganshire. 

1880 Richards, George, L.R.C.P. Ed., Mervyn Lodge, Ashfields 

Boss, Herefordshire. 

1862 Richards, S. Smith C.^ 36, Bedford square^ W.C 



FELLOWS OF TH£ SOCIETY. xlui 

Elected 

O.F. EiCHAEDSON, Richard, L.R.C.P. Ed., Bryngwy, Rhayader, 
Radnorshire. 

1872 Richardson, William L., M.D., A.M., Assistant Professor 
of Obstetrics in Harvard University ; Visiting Physician 
to the Boston Lying-in Hospital ; 7^y Boylston street, 
Boston, Massachusetts, U.S. 

1872 RiODEN, George, Surgeon to the Canterbury Dispensary; 
60, Burgate street, Canterbury. 

1871 RiGDEN, Walter, 231, Brorapton road, S.W. Council^ 
1882-3. 

O.F.* Roberts, David Llotd, M.D., Physician to St. Mary's Hos- 
pital, Manchester ; 1 1, St. John's street, Deansgate, 
Manchester. Council, 1868-70, 1880-2. Fice-Pres. 
1871-2. Son. Loc. Sec. 

1867 Roberts, David W., M.D., 56, Manchester street, Man- 
Chester square, W. 

1874 Robertson, William Borwick, M.D., West Dulwich, S.E. 

O.F. Robinson, Thomas, M.D., 5, Woburn square, W.C. 

4876 Roe, John Withington, M.D., EUesmere, Salop. 

O.F. Rogers, William Eichard, M.D., Physician to the Sama- 
ritan Free Hospital for Women and Children ; Con- 
sulting Physician to the Hospital for Women, Vincent 
square, S.W. ; 56, Berners street, Oxford street, W. 
Council, 1870-72. 

1874 Roots, William Henry, Canonbury House, Kingston-on- 
Thames. 

1874 Roper, Arthur, 17, Granville park, Blackheath. 

1865 RoPEB, George, M.D., Physician to the Royal Maternity 
Charity ; Physician to the Royal Hospital for Diseases 
of Children and Women, Waterloo Bridge road ; 19, 
Ovington gardens, S.W. Council, 1875-77. 1883. 
Fice-Pres. 1879-81. 

1859 BosE, Henry Cooper, M.D., High street, Hampstead, 
N.W. Council, 1875-77. 

1880 Ross, Dayid Palmer, M.D., Kingston, Jamaica. 



Xliv FELLOWS OF THE SOCIETY. 

Elected 

1879 Ross, Fredeeick Ogilby, B.A., M.B. 

1882 RouTH, Amand J. McC, M.B., B.S., 6, Upper Montaga 
street, W. 

O.F. RouTH, Chaeles Heney Felix, M.D., Physician to the 
Samaritan Free Hospital for Women and Children ; 52, 
Montagu square, W. Council, 1859-61. Fice-Pres, 
1874-6. 

1881 RowoETH, Alfeed Thomas, Gray's, Essex. 

1882 Russell, Fbancis J. R., L.K.Q.C.P., 48, Lupus street, 

S.W. 

1870 EussELL, Logan D. H., M.D., 8, Alfred street, Gt. George 

street, Liverpool. 
1866 Saboia, v., M.D., Rio de Janeiro, South America. 

1864 Salteb, John H., D*Arcy House, Tolleshunt D*Arcy, Kel- 
vedon, Essex. 

1875 Salzmann, Feedeeigk William; Senior Surgeon to the 
Hospital for Women ; 18, Montpellier road, Brighton. 
Council, 1880-2. Hon, Loc, Sec, 

1868* Sams, John Sutton, St. Peter's Lodge, Eltham road, Lee, 

Kent. 
1872 Sangsteb, Chaeles, 148, Lambeth road, S.E. 

1870 Saul, William, M.D., 4, Charlotte street, Fitzroy square, 
W. 

1863 Savage, Heney, M.D., Consulting Physician to the Sama- 
ritan Hospital for Women, Lower Seymour street,, 
Portman square; 14, Bentinck street, W. Council, 

1871-2. 

1872 Savage, Thomas, M.D., Surgeon to the Birmingham and 
Midland Hospital for Women ; 12, Old square, Bir* 
mingham. Council, 1878-80. 

1877 Savoey, Chaeles Tozbe, M.D., 1, Douglas road, Canon« 

bury, N. 
1879 Schopielb, Rt. H* A., M.A., M.B. Oxon. [Care of Alfred 

T. Schofield, 15, Arundel square, Barnsbury, N.] 

O.F. Scott, John, F.R.C.S., 10, Tavistock square, W*C. Council^ 
1868-70. rice-Pres. 1871-3. 



FELLOWS OF THE SOCIETY. xlv 

Meeted 

1870 Scott, John, M.D., New street, Sandwich. 

1876 ScoYiL, Fbangis S., 11, Norton road. Hove, Sussex. 

1863 SsauEiBA, Henby Little, 34, Jewry street, Aldgate, E.G., 
and Waltham Lodge, Tulse hill. 

1866 Sequeiba, James Sgott, 68, Leman street, Goodman's 

fields, E., and Crescent House, Cassland Crescent, 
Cassland road, South Hackney. 

1882 Sebjeant, David Maubige, M.D., 1, The Terrace, Cam- 
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FIBROUS TUMOUR OF THE UTERUS. 

Dr. Carter showed a fibrous tumour of the uterus removed 
from a patient, aged 54, who had had seven children and 
three premature confinements. She had been regular till 
six years ago, when the catamenia became profuse, and 
increasingly so during the last two years, having severe 
floodings at intervals of six to seven weeks. On vaginal 
examination the pelvic cavity was filled by a hard, smooth, 
regular mass, so that the examining finger could not be 
passed any distance. The uterus was enlarged and, felt 
bimanually, rising about three inches above the pubic 
bone ; pressure upon it moved the mass in the vagina freely. 
The patient having been anaesthetised, the hand was with 
some diflSculty passed into the vagina and the mass was 
found continuous with, and an expansion of, the greatly 
enlarged posterior lip of the uterus ; the anterior lip was 
thin and stretched over the rounded posterior lip ; the sound 
passed two and three quarter inches* The wire of the 
ecraseur was passed round the mass as high up as possible, 
and it was cut through and removed with some difficulty 
from the vagina; it weighed 21^ oz. There was little 
haemorrhage, and the patient was put to bed. About three 
hours after, severe labour-like pains set in with profuse 
bleeding, which was stayed by plugging. On examination 
the next day a large mass was found filling the vagina ; the 
patient was given ether, and the hand passed into the vagina 
found a large mass projecting from the posterior lip of the 
uterus ; this was removed by the 6craseur and weighed 
10 J oz., and was found to be uncovered by mucous mem-, 
brane, being a portion of the interstitial part of the tumour 
extruded by uterine contraction. The vagina was frequently 
•fashed out with Condy's fluid. On the third day a mass was 
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again felt in tlie vagina, and on examination a polypoid 
growth was found widely dilating the os uteri, and on 
passing in the hand this was found attached to the posterior 
wall and fundus of the uterus. This piece was removed by 
the ecraseur and weighed 3 oz. The abdominal swelling 
was now no longer felt, the sound passing three and a 
half inches. The weight of the whole mass removed was 
34| oz. The patient had for a short time a good deal of 
discharge, but has otherwise done well. 



PLACENTA OF A DOUBLE OVUM. 

Dr. OuTHWAiTE. — This specimen is that of the placenta of 
a double ovum, in which each foetus evidently developed 
up to about the second or third month, when, from some 
cause or other, one of them perished and became, as we see 
here, mummified and squeezed up by the pressure of the 
other developing, no attempt, as far as I can learn from the 
history, having been made by the uterus to throw off the 
dead foetus. 

I was called to the patient on the 5th of November last, 
and found her sufEering from rather severe haemorrhage. 
She told me she was about six or seven months advanced 
in pregnancy and had had a slight fall the previous day. I 
examined, but could only feel a slightly patulous but fairly 
firm OS uteri and the uterus enlarged above. I prescribed 
rest and opium, and during the next two days she seemed 
doing well, so that I hoped she would ultimately go on to 
fuU term. 

On the morning of the 8th inst., however, I was called 
again, and found that labour had commenced and the 
shoulder presented. I turned and delivered, with some 
difficulty, a foetus of between six and seven months, which 
died in about a quarter of an hour. As the placenta refused 
to come in spite of some strong pressure on the fundus, I 
passed my fingers into the vagina and delivered what I 
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thought at first a shred of calcareous and fibrous tissue, 
whether from placenta, or, as there was history of previous 
uterine trouble, I imagined it might be from the uterine 
wall. On getting away the placenta, I examined it carefully 
and found, as you see here, two sacs separated by a distinct 
septum, and that the mass of calcareous matter was this 
httle mummified foetus with its cord, which I unfortunately 
broke, but its insertion into the smaller sac is distinct. 

I presume that this is one of those cases which our fore- 
fathers would have called super-fcetation, but the single 
placenta, I think, proves that it cannot be so. 

Dr. Edis thought the case illustrated well a practical point 
as regards miscarriages. It not infrequently happened that a 
patient, when about four or five monthd advanced in pregnancy, 
had a smart burst of hsBmorrhage from over-exertion, fright, 
accident, or other cause, and was supx>osed to have miscarried. 
A month or two later the patient applied for advice, as her 
abdomen was enlai^ng. On examination, pregnancy at the sixth 
or seventh month was detected, much to tne patient's surprise. 
The explanation was apparent on delivery, a mummified foetus, 
as in the case shown, being expelled, together with the fully 
developed foetus, showing that a twin conception had originaUy 
occurred, one ovum being blighted at the tmie of the accident 
but not expelled until full term. In some instances the blighted 
ovum came away at the time of the accident. 



FIBROID TUMOUR OF THE UTERUS. 

Dr. GrALABiN showcd for Mr. Alfred Grillingham a uterus 
at full term of pregnaiicy, having a very large, soft, fibroid 
tumour growing from the whole internal surface of its 
posterior and left wall. . The patient was aged 29, and had 
had two previous children. The surgeon who attended her 
had informed her that she had an enlargement of the womb. 
She expected her confinement in October^ but Mr. Gilling- 
ham was only sent for on January 1st, 1882. He found 
the OS closed, apparently by metnbranes about half an inch 
from the os externum. The body of the child was felt by 
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external examination, and the head was above the pubes, 
and could not be reached from the vagina. Twin pregnancy 
was iirst suspected. Pains did not come on much until the 
3rd, when a soft fluctuating swelling was found, pressing 
down upon the closed os. On scratching through this, sup- 
posing it to be the sac of a second foetus, Mr, G-illingham 
found that his finger passed through successive annular aper- 
tures, whilst a softness remained beyond. He then called 
in Mr. Williams, F.R.C.S., of Brentford, who took the mass 
to be placenta prsevia. After a futile attempt to lock the long 
forceps, the child was, with difficulty, extracted by version. 
The hand introduced into the uterus then found the swelling 
to be a tumour. The patient died suddenly and quietly 
from shock aud h89morrhage one hour after delivery. 



SPONGES ASEPTIC IN THE VAGINA. 

Dr. Matthews Duncan wished to call attention to a 
valuable means of keeping sponges, tents, instruments, &c., 
aseptic in the vagina. It had been suggested to him by 
Dr. Alexander Ogston, of Aberdeen, and he had used it 
with success in inducing premature labour and other opera- 
tions. It consisted in anointing instruments, and in soaking 
sponges or lint with a cream of salicylic acid. This cream 
was the powdered acid moistened with glycerine or vaseline; 
about 1 of the acid to 4 or 5 of the vehicle. 
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ADJOURNED DEBATE ON DR. GODSON^S PAPER 
ON ^^ THE TREATMENT OP SPASMODIC DYS- 
MENORRHGEA AND STERILITY BY DILA- 
TATION OP THE CERVICAL CANAL WITH 
GRADUATED METALLIC BOUGIES/^ 

Dr. RoQEBS observed that there is an old proverb, "The 
longer one lives the more one learns." This he truly- 
desired to act up to and to free himself from errors of judg- 
ment and any prejudices he may have fallen into. These 
thoughts entered his mind when looking at the instruments 
that Dj:. Godson placed before the Society when reading 
his paper at the last meeting. Dr. Rogers added that it 
was over twenty-five years, while connected with the 
Parringdon General Dispensary, where Dr. Tilt was his 
colleague, and where Drs. Protheroe Smith, Turner, and 
Snow Beck had preceded him, that he commenced the use of 
" dilators '^ recommended to him by the late Sir James Simp- 
son. Dr. Rogers had sent a patient, a married lady, suffer- 
ing from dysmenorrhcea, to consult Sir James, as she 
was going to Edinburgh. She was benefited by dilatation, 
and Sir James wrote to Dr. Rogers to advise him 
to continue this treatment, which was followed, and she 
became pregnant and was cured. At Dr. Rogers' request 
Sir James Simpson had forwarded a set of his dilators ; but 
while in married women pregnancy and cure often occurred, 
the results were not so satisfactory with unmarried women, 
who frequently relapsed into their former state when dila- 
tation was left off. On being elected physician to the 
Samaritan Pree Hospital for Women he continued the fre- 
quent use of these instruments with no better result, and so 
ceased to have confidence in their use, as did many others. 
Sir James Simpson and Dr. Marion Sims strongly advising 
hysterotomy in place of it. His colleagues, Drs. Savage and 
Routh, also adopted in preference the plan of incising the 
cervix uteri. During Dr. Rogers' subsequent professional 
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career he believed dilators had been universally discontinued 
in London, condemned to the limbo of forgotten and useless 
instruments, till about a year ago they were pointed out to 
him in the out-patient department of the Samaritan Hospital, 
introduced by Dr. Champneys. Dr. Rogers had a few 
years ago made a statement at one of the Society^s meetings 
that he had also discontinued the use of the hysterotome, 
one of his hospital patients dying after the operation. He 
had previously met with cases of h89morrhage which had, 
however, been always controlled. Having given up the 
cutting or incision of the cervix uteri, he turned his atten- 
tion to the cure of dysmenorrhcea by the use of Dr. W. 
Williams^s stem and shield, having had previous experience 
of the use of internal stems of all kinds and shapes without 
the shield. Dr. Rogers stated that he never had used any 
internal stem without first leeching or taking blood from the 
cervix by lancet, two if not three times, ere he introduced 
the stem, and he invariably kept his patients in bed at least 
some few days after. In private practice Dr. Rogers 
prefers one of Drs. Meadows' or RoutVs stems of vulcanite, 
as india rubber soon decomposes. Only in one case had 
serious mischief arisen, as he has ordered his nurses to 
invariably remove the stem should pain and rise of tempe- 
rature occur, and he requires his patients to come to him at 
once should pain come on while wearing them. Dr. Rogers 
trusted it would not be imagined that either he or his 
colleagues of the Samaritan Hospital would use operative 
measures until all proper constitutional treatment had been 
found to fail, as he knew that with every precaution grave 
danger might arise, which had once arisen to a colleague 
from simply passing a sound. On hearing Dr. Godson's 
paper he thought he would give a trial to the new and 
carefully graduated instruments used by Dr. Godson and 
the President. The patient on whom he recently had tried 
them bore the sound and No. 7 dilator pretty well, yet No. 
8, with all gentleness and proper management, gave such 
torture that Dr. W. Williams, who was present, begged him 
todesistj and suppositories were used to mitigate her 
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suffering. She has since borne slow dilatation by sea tangle 
very well. Dr. Thomas, of New York, says that dilators 
should never be used unless the patient is placed under 
ether or chloroform. Dr. Godson admits that in one case 
his patient suffered greatly, in another he failed in the cure 
of his patient until he used the stem and shield. Dr. 
Eogers feels convinced that in the treatment of dysmenor- 
rhcea in unmarried women dilators cannot be relied on, yet 
he would ask their President to give the Society the benefit 
of his experience and use with the instruments brought 
before the Society by Dr. Godson. 

Dr. Braxton Hicks said that much difficulty in discussing 
the paper arose from the author's confining the cases to 
spasmodic dysmenorrhoea, whereas Dr. Hicks confessed to 
a difficulty he had always felt in distinguishing the purely 
spasmodic, because we may be able during the menstrual 
interval to pass a sound readily up to the fundus, and yet 
the menses may be obstructed at the time of their occur- 
rence, for instance, from a menorrhagio coagulum, from an 
excess of fibrin in the blood, or from Ian extra tumidity of the 
mucous membrane. Dr. Hicks supposed that the cases 
described by the author were not these, but one purely 
spasmodic. But how often were these conditions mixed 
in persons over-sensitive to reflex irritation, so that we have 
aocompound condition; and when we look to the remedy 
employed we find them essentially dilators, as they are 
graduated in size; and hence we may fairly conclude that 
the cases where they were of use were more or less at the 
menstrual period cases of obstruction, unless it were argued 
that the mere passage of the metal tended to harden the 
mucous surface, and so render the uterus less susceptible 
and spasmodic. If then the cases were in a measure those 
of obstruction, then they were out of the discussion, which 
was limited to those of pure spasm. 

Dr. Wynn Williams remarked that Dr. Godson's paper 
was a very interesting one, but thought that most of the 
previous speakers had not quite understood its purport. 
He was under the impression that the author of the paper 
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intended to treat only of cases of spasmodic obstruction of 
the uterus and not of mechanical obstructions, such as con- 
striction of the passage, conical os, or flexions. In the class 
of cases alluded to by the author his method of treatment 
would appear to have been very successful, but not more so 
than would have followed the introduction and wearing of a 
vulcanite stem and shield, and with, he believed, far less 
suffering to the patient ; indeed Dr. Godson stated that in 
one of the cases he was obliged to have recourse to this 
method of treatment. The impression made upon his mind 
in the case mentioned by his colleague. Dr. Rogers, was 
anything but favorable to this method of treatment; in 
fact so much did the patient appear to suffer that he actually 
entreated Dr. Rogers to desist. The treatment he (Dr. 
Wynn Williams) followed in such cases was that already 
fully described by Dr. Routh and Dr. Rogers, with this 
exception, that he did not invariably have recourse to 
leeching, &c. It was only when there was congestion or 
great tenderness that he had recourse to the abstraction of 
blood. If there existed any difficulty in the insertion of the 
stem, he first dilated the passage by a piece of sea tangle, 
not that prepared by the instrument makers, but a piece of 
dried seaweed, first introduced by Dr. Routh, which could 
readily be made to assume any shape that was thought 
desirable, and with a knife pared down to the requisite size ; 
round this some cotton wool is rolled and saturated with 
some antiseptic fiuid, such as iodine and glycerine, or car- 
bolic acid and glycerine, though he preferred the former ; 
doubtless salicylic acid and vaseline, as mentioned by the 
President, would answer the same purpose. The sea tangle 
thus prepared is inserted as far as it will go, and by means 
of a plug of cotton wool is kept in situ until the following 
day, when on its withdrawal the stem and shield is readily 
introduced. The patient is advised to keep quiet for two 
or three days, when she is allowed to do pretty much what 
she likes. In nearly 200 cases which he had treated with 
this light movable stem he had never met with a case where 
any serious mischief had arisen from the use of it; in fact, 
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nothing that has not been remedied by the removal. of the 
stem and confining the patient to bed for a few days, when 
generally the stem can be reintroduced and worn with 
comfort. He hoped he might be allowed to make a short 
digression, as he had lately seen it stated by an eminent 
gynaacologist that a flexed uterus always remained flexed. 
He could not too strongly contradict this assertion, espe- 
cially in cases of anteflexion, as he had again and again 
examined patients several years after the removal of the 
stem and shield with the sound, and found the uterine 
canal perfectly straight. With regard to the incision of 
the OS uteri, as alluded to by Dr. Barnes, which is sometimes 
undoubtedly necessary, he would advise its being done with 
a fine knife, not with the scissors, a very slight division 
being all that is required, and into the incision, to prevent 
it again uniting, the point of a stick of nitrate of silver may 
be introduced. The author of the paper would seem to 
doubt the fact of permanent contraction. He himself had no 
doubt that such permanent contraction does occasionally 
exist, and this was clearly demonstrated at this Society by 
his colleague. Dr. Bantock, who exhibited a sponge-tent so 
indented at one part that it would appear as if a string had 
been tied firmly round it. Dr. Bantock having had great 
difficulty in removing the tent, owing to this constriction. 

Dr. Savage said the instrumentalists deceived themselves 
lamentably. What they contended for was that their inven- 
tions cured in some cases, relieved in most, and never did 
harm, whereas there was abundant evidence that they 
never cured, relieved only so long as they were used, and 
too often did much harm, even to compromising the life of 
their patients. An eminent provincial surgeon had only 
lately brought to the notice of the profession fourteen 
morbid specimens. He said they were the uterine appen- 
dages, some of the tubes containing half a pint of matter. 
It was also alleged that these unfortunate subjects had 
been the round of the profession, and had been submitted 
to all sorts of instrumental treatment. They did not begin 
by having half a pint of matter in their Fallopian tubesi 
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Was it not clear that the original disease if not produced by 
instrumentation had been greatly aggravated by it? ajid 
why call gastrotomy laparotomy, which no one could 
attempt without speedily finding himself in the hands of 
the coroner ? and why salpinx, when the tube was not like it ? 
Instrumentalists spoke doubtlessly in good faith, but could 
any one who reckoned his cases by the hundred be sure of 
their ultimate fate? Dr. Savage^s opinions were at one 
with those of Dr. Herman and Dr. Hicks. You meet with 
(Bvery sort of uterine deviation and contraction without 
suffering, and the converse, and as to Dr. Herman's diag- 
nosis so much caviUed at, it was more likely to be right 
than that by instrumentation. The uterus readily took the 
form and direction of the instrument introduced into it ; by 
losing sight of the anatomy of the broad ligament, the side 
attachments of which were behind the cross diameter of the 
pelvis, instrumentalists ceased to comprehend the rationale 
of their surgical treatment. He would undertake to manu- 
facture to order any uterine deviation by the help of 
this instrumentation now in vogue. He deprecated the 
fast growing tendency to interfere surgically with every 
complaint referable to the uterine system. He agreed 
entirely with foregoing speakers that instrumental inter- 
ference should never be resorted to till after general 
treatment, so successful in former times, had been fairly 
tried. 

Dr. Peiestley could not quite agree with all that had been 
said by Dr. Savage, but he thought one of the disadvantages 
of discussions like the present one was that those of limited 
experience were apt to conclude that all cases of dysmenor- 
rhoea required local treatment, and to regard all other 
methods as comparatively useless, or at least temporising 
in character. An impetus had certainly been given to local 
treatment by the theory which had gained considerable 
currency, that whenever there was painful menstruation 
there was obstruction to the catamenial flow. This dictum 
was assuredly not borne out by pathological facts, for he 
would appeal to the President and others i£ they had not 
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seen instances of severe dysmenorrhoea in women who liad 
borne cliildren. It was true that, in the majority of cases, 
parturition was a cure for previously existing dysmenorrhcea, 
but it frequently happened that the catamenial periods were 
very painful in women whose genital canals had been fully 
expanded by parturition. Then he had seen great suffering 
at periods corresponding to the menstrual epochs in cases 
where no catamenia were formed in the uterus, and there 
was absolute amenorrhcea. He might go further and say 
he had seen suffering, amounting almost to agony, in a 
woman who had a uterus so rudimentary that it was only 
repreisented by a small portion of hardened tissue like a 
filbert, and where there could be no secretion whatever. 
These examples proved that there were other causes for 
painful menstruation than obstruction, and it could not be 
too strongly insisted upon that there was a large class of 
cases, more especially among unmarried girls, which could 
be successfully treated by constitutional remedies, and in 
which local treatment was absolutely unnecessary. Cases 
of dysmenorrhcea in married women range themselves in a 
different category, for here the presence of sterility was 
often combined with painful menstruation, and vaginal 
examinations might be had recourse to with less hesitation. 
tJnless he had misapprehended Dr. Gk)dson, he understood 
him to propose to drop the term " obstructive dysmenor- 
rhcea,^^ and regard all such cases as due to spasm of the 
muscular tissue. Pathological considerations would not 
permit him to assent to this, although he beheved there 
were cases of spasmodic dysmenorrhcea combined with 
sterility, as described by Dr. Godson. But there were un- 
doubtedly not infrequent instances of genuine organic nar- 
rowing of the cervical canal and some congenital ones, where 
the OS was so small that it was difficult to pass the smallest 
probe j others where the inflammatory process had brought 
about atresia ; and Dr. Priestley believed that in the elongated 
hypertrophy of the cervix there was sometimes a constriction 
as Well as an increased length of the cervical canal. In 
treating cases of dysmenorrhcea with sterility, he considered 
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it all important to make a correct diagnosis as to whether 
the symptoms were due to ovarian or inflammatory causes, 
or to spasm or organic stricture. To a lack of accuracy in 
this respect might be due a failure to cure, and an apparent 
retrogression in treatment, as dilatation was regarded by 
Dr. Barnes. If local treatment was regarded as indis- 
pensable, he thought for some cases dilating was the proper 
course ; in others division of the cervix was more useful. 
Where, for instance, there was induration of tissue, a ten- 
dency to local hypersemia or inflammatory action, or where 
there was hypertrophic elongation of the cervix, incision 
might offer the best chance of cure, but when there was a 
choice between dilatation and incision he greatly preferred 
dilatation. Neither were free from a certain amount of risk. 
As remarked early in the discussion, the mere passing of 
the sound might be followed by untoward consequences, 
but the cutting operation was, he believed, much the most 
hazardous of the two. He had probably seen more of the 
operation of incision than most of those present ; and he 
had come to regard it as one of those surgical operations 
which should never be undertaken without serious considera- 
tion. Even the small incisions which had been pleaded for 
were not devoid of danger, for Mr. Spencer Wells had lost 
a patient in whom the operation was of the slightest, and no 
one could f otesee the extent of the peril. Dr. Priestley could 
not quite understand the immunity from danger claimed by 
Drs. Eouth and Wynn Williams for the use of intra-uterine 
stems. He did not doubt the sincerity of their statements, 
but it seemed strange if the passage of the sound was some- 
times dangerous that the permanent retention of a stem in 
utero should not also occasionally give rise to serious sym- 
ptoms. This subject required further inquiry. The sum of 
what he had endeavoured to say in taking part in the debate 
was that in treating cases of dysmenorrhoea, with or without 
sterility, we should not be led away by one idea, not, for 
instance, look upon every case as due to displacement or to 
spasm, or to inflammation or obstruction, but, taking a 
scientific view of the case, we ought to look all round it. 
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endeavour to determine its true pathological import, and then 
treat such special case on its own particular merits. 

Dr. Galabin thought that the facts brought forward in 
the paper were very valuable, but in one respect he should 
be inclined to draw from them an opposite conclusion to 
that of the author, who inferred that there was never any 
element of obstruction in the so-called spasmodic dysmenor- 
rhcea. The most remarkable point about the cases was the 
very large proportion of them in which not only dysmenor- 
rhcea, but sterility, seemed to have been cured. What 
was the mechanism of this cure? He had himself had 
cases in which, after years of sterile marriage, pregnancy 
followed within a month after a single use of metallic 
bougies or Priestley's dilator. Dr. Barnes had related 
cures of sterility by moderate incisions of the external os, 
and similar experience was not uncommon. The last 
method could have no influence on any undue sensitiveness 
near the internal os, and the only common element in the 
three modes of treatment seemed to be that they all made 
the access through the cervical canal more free. The 
natural inference was that a canal, although large enough 
to let the sound pass easily, might yet practically not give 
free enough ingress to the semen. He thought it might be 
concluded a fortiori that a similar canal might not give 
perfectly free egress to the product of menstruation, which 
was not only fluid blood, but contained debris, if not shreds, 
of mucous membrane, and o|ten clots. Egress of menstrual 
product was not prevented, as ingress of semen appeared 
to be, because it had the contractile power of the uterus 
behind it, but this very circumstance was enough to account 
for spasmodic pains in a sensitive subject. The only other 
explanation suggested of sterility in these cases was that of 
the author, that spasm of the uterus ejected the semen. 
But the painful spasm occurred only at the menstrual 
period, when coitus did not usually take place, and there 
was no evidence whatever of spasm at any other time. 
That obstructive dysmenorrhoea did exist he thought there 
was the clearest clinical proof which the case admitted. 
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from the fact that not unfrequently in dysmenorrhoea 
there* was a uniform and scanty menstrual flow, but yet 
accompanied by clots, as distinct from shreds of membrane. 
Clotting was normally prevented by admixture with 
vaginal mucus ; and if it occurred without the quantity of 
blood being at any time excessive, he knew of no other 
explanation but that the blood was detained within the 
uterus long enough to allow clots to be formed. He 
thought that the author had paid a just tribute to the 
influence of the President, since his coining to London, in 
giving an impulse to the mechanical treatment of dysmenor- 
rhoea, although he repudiated all mechanical theories in its 
causation. His own attention had been specially drawn 
to the use of metalKc bougies somewhat earlier by the 
writings of the late Dr. Peaslee, who showed by post- 
mortem evidence that in parous women, who were neither 
sterile nor suffered from dysmenorrhoea, both internal and 
external os had generally about twice the area which they had 
in the nulliparous. This appeared to give rational ground 
for a belief that moderate dilatation might sometimes be 
advantageous in nulliparae, since parous women notoriously 
menstruated more easily, if no inflammatory sequel of 
parturition existed, than' the nulliparous. He preferred to 
have the bougies somewhat conical, in accordance with the 
usual relative sizes of external and internal os, instead of 
cylindrical, like those shown by the author. 

Dr. Murray spoke in favour of the intra-uterine stem. 
The cases of dysmenorrhoea and sterility so treated by him 
had been successful. And he thought the stem pessary 
much more likely to effect a cure in the so-called spasmodic 
dysmenorrhoea. He quite agreed with Dr. Braxton Hicks's 
views on this subject, and also with Dr. Priestley, that a 
great deal too much interference often took place. 

Dr. AvELiNG said that dilatation for the cure of dysmenor- 
rhoea might be effected in four ways : 1. By passive or what 
had also been called physiological dilatation by means of 
stems. 2. By wedging the canal open with sounds, bougies, 
or plugs. 3. By direct dilatation, instruments or tents being 



16 SPASMODIC DYSMENOERHCEA AND STERILITY. 

passed into the canal and expanded or allowed to expand. 
4. By incision. Each of these methods, he thought, might 
be used satisfactorily, but no one should be uged to the 
exclusion of the other. 

The President regretted that time was not available for 
him to enter on the subject of Dr. Godson's paper at such 
length as he desired, but he would make some statements 
before the discussion was closed. He regarded the mecha- 
nical difficulties of, or obstruction to, semen by the cervical 
passage as made far more important than they really were, 
and especially he noted the error of regarding dimensions of 
cervical passage as being stable, constant, or permanent. 
He had no doubt they varied, and almost certainly were 
enlarged during the spasm of coitus. Were these conditions 
as important as represented, and were they stable or con- 
stant, impregnation could never occur, for the passage of 
the inner end of the tube was closed altogether, not a bristle 
could be passed. This was enough to show that it was 
wrong to consider size of passage without further investiga- 
tion as to changes of the size. The small tube had to be 
permeated by the semen as well as the cervix. He was 
astonished to find a general consensus that sterility was not 
only curable but frequently cured, and in many conditions 
of abnormality or disease. Many eminent men doubted the 
reality of so-called cures of sterility, and regarded all such 
as mere lucky coincidences. He himself had no doubt that 
inost cases were not cures, but mere lucky coincidences. It 
was only lately that he had become quite convinced that 
sterility was sometimes cured, and, while he often heard of 
cases under many conditions, as flexion, stenosis, stricture, 
&c., he was not convinced of the reality of any cures except 
in those cases of combined dysmenorrhoea and sterility dis- 
cussed in Dr. Godson's paper. One of the most important 
characters of that paper was that it gave us some well- 
detailed examples of cure, which could scarcely be doubted 
as cures. Yet the subject was in a state demanding detailed 
Evidence on the reality of the cures, and it would be a valu- 
able piece of work for any one to do to produce such evi- 
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dence. The subject was a comprehensive and difficult one, 
for the causes of fertility and sterility in the male and 
female would have all to be taken into the account. One 
evidence in favour of the reality of the cures was that all 
were done by substantially the same method, namely, dila- 
tation of the cervix. To produce this dilatation there were 
many plans, more or less dangerous, and about them he 
held a well-known opinion in favour of that recommended 
in the paper just read. 

In reply. Dr. Godson said that if Dr. Heywood Smith 
would again look at his dilators he would see that they 
were not curved any more than an ordinary uterine sound. 
In his remarks he had evidently referred to those employed 
by Dr. Matthews Duncan, which had been also passed round. 
It seemed almost doubtless that the patient upon whom Dr» 
Rogers had passed the dilators was suffering from congestive 
dysmenorrhoea, and was not a fit subject for the treatment. 
It was most important that a proper diagnosis should be 
first arrived at, and that dilatation should be only practised 
where there was absence of congestion, otherwise there 
was great fear of inflammatory mischief ensuing, and upon 
this distinction probably depended the success or the failure 
of the treatment by bougies. Dr. Godsends paper treated 
only of spasmodic dysmenorrhoea associated with sterility, 
and therefore Dr. Priestley's remarks with respect to the 
treatment of young girls was outside the scope of the paper, 
but he entirely accorded with them. 
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ANNUAL GENERAL MEETING, 

FBBRUAEY 1st, 1882. 

J. Matthews Duncan, M.D., F.R.S. Ed., President, in the 

Chair, 

Present — 62 Fellows and 4 visitors. 

The President declared the Ballot open for one hour and 
nominated George Eugene Yarrow, M.D., and T. Wood 
Hill as scrutineers. 

Books were presented by Dr. Fancourt Barnes, Dr» 
James R. Chadwick, Dr. Charles Milsom, Dr. F. L, Neuge- 
bauer, and the Incorporated Law Society. 

Amand Jules McConnel Routh, M.B., B.S., was admitted 
a Fellow of the Society, and the following were declared 
admitted :— *Joseph Farrar, L.R.C.P. Ed. (Morecambe) ; 
George John Bady, M.R.C.P. Ed. (Caterham Valley); 
William Francis Sheard, L.R.CP. Ed. (Putney). 

The following were proposed for election: — Herbert 
Blott> M.R.C.S. Eng. (London); Arthur Cecil BuUer, 
MiB.C.S. Eng* (St. Bartholomew's Hospital) ; James 
Robertson Crease, F.R. C.S.Ed, (South Shields); Upendra 
Krishna Dutt, L.R»C.P. Ed. (Dublin) ; Francis J. R. Russell, 
L;KiQ.O.P. (London) ; Hugh Thomas, M.R.C.S. Eng. (Bir- 
mingham) ; David Maurice Serjeant, M.D. (Camberwell) i 
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DOUBTFUL CASE OF DOUBLE VAGINA. 

De. Galabin showed a microscopic section of the septum 
separating the vagina from a pecuKar abnormal passage in 
a girl 8Bt. 17. She was first taken into a surgical ward at 
Guy's Hospital on account of a swelling protruding at the 
vulva, and complained that, after she had passed water, 
some urine continued to dribble away. Dr. Galabin was 
asked to examine the patient, and found that the point of 
a catheter could apparently be passed into the swelKng 
through the urethra. He thought that the swelling con- 
sisted of a cystic dilatation of the neck of the bladder and 
part of the urethra, and recommended that it should be cut 
away and the edges brought together. His surgical 
colleague declined to operate for fear that a permanent 
fistula might remain, and handed over the patient to Dr. 
Galabin to treat by a pessary. Finding pessaries useless. 
Dr. G«<labin himself subsequently undertook the operation. 
When the patient was under anaesthesia it was found that 
there was a minute opening in the thinned posterior wall of 
the swelling, toward the vagina, from which clear fluid 
escaped. On cutting away the prominent part of the 
swelling, however, it was found that the bladder had not 
been opened, but the expanded part of a cylindrical passage, 
separated from the bladder by a very thin distensible 
septum, which had been depressed by the catheter when 
it had appeared to enter the swelling. The passage ended 
above on the level of the os uteri, and to the left of it, in a 
small funnel-shaped opening, into which a probe could be 
passed for half an inch only. It lay in front of the left side 
of the vagina, and was precisely bounded on the right by 
the anterior median raphe of that canal. The section now 
shown of the septum between the two passages proved that 
the abnormal canal had a squamous epitheUum like that of 
the vagina, only thinner, and provided with papillae. 
It could not, therefore, be the cavity of an abscess or 
pseudo-cyst. There remained, however, some doubt about 
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its being a second vagina^ since the main vagina appeared 
complete, and the other passage lay in front of it, not at one 
side. The clear fluid which escaped from the passage 
showed no sign of urinary constituents on chemical exami- 
nation. The lower part of the septum between the two 
passages was cut away, but the upper part of the passage 
remained precisely as at first. 

Dr. Cabtbb had on several occasions met with cysts in the 
anterior vaginal wall, though none so extended as that described 
by Dr. Galabin. The patients sought advice for something 
which came down in the passage. The cysts were opened and 
contained a more or less thick glairy mucoid fluid. 

Dr. Galabin did not think that the passage in his case could 
have been a vaginal cyst, since it was cylindrical, and not 
globular, and the contained fluid was not mucoid. 



EETENTION OP MENSTRUAL FLUID IN ONE 
HALF OP A DOUBLE UTERUS. 

By Alfred L. Galabin, M.D., P.R.O.P. 

Miss P — , set, 15, was brought by her mother on March 
28th, 1881, to consult me on account of severe dysmenor- 
rhcea. Menstruation had commenced a year previously, and 
was fairly regular, but the periods were often rather over time. 
They lasted from three to seven days, and were generally 
rather profuse, from seven to fifteen diapers being used at 
each period. No clots nor pieces of membrane were passed. 
The pain commenced a day or two before the flow, but was 
much more severe during its continuance. It was central, 
and felt both in hypogastrium and back. It was inter- 
mittent, and was described as being agonising in severity, so 
that the patient was completely laid up during the periods. 
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and nausea and retching, witli various nervous or hysterical 
symptoms, were produced. No enlargement of abdomen 
had been noticed. For the last few months some pain 
had been felt during the intermenstrual intervals, but not 
severe. 

The symptoms thus appeared to be characteristic of what 
has been called spasmodic or neuralgic dysmenorrhoea, and 
has been held by some to be purely neurotic in character. 
It is worthy of note that, in this instance, it was based 
upon what proved to be organic obstruction, although it 
showed the agonising ' intensity and association with reflex 
nervous symptoms which some have said to be characteristic 
of the neurotic form of dysmenorrhoea, and to be absent 
where obstruction really exists. 

The patient had been for a short time under the care of 
Dr. Stirling, of Grange Eoad. Prom the character of the 
symptoms Dr. Stirling very naturally had not, so far, 
thought it necessary to insist on a vaginal examination in 
the case of a y^ung girl, who was evidently of a highly 
nervous and hyperaesthetic temperament. I should probably 
have taken the same view, but that, as a specialist, I was 
reluctant to stop short of a full investigation of the case, 
although, from the history, I had no suspicion of any 
retention of menses. 

Examination was exceedingly difficult on account of the 
patient's nervousness. On bimanual examination a firm 
globular swelling was felt through the anterior vaginal 
wall, apparently about the size of the uterus at between 
three and four months' pregnancy. No elasticity or fluc- 
tuation was detected in it. The os uteri was difficult to 
discover, and was displaced backwards, and appeared to 
be somewhat flattened antero-posteriorly. There was no 
vaginal cervix to be felt, the firm mass in front coming 
down to the level of the os. The hyperassthesia of the 
patient rendered it impossible to make any attempt to use 
the sound. 

The diagnosis appeared to lie between three possible 
conditions I 1, Fibroid tumour* 2* Obstruction of the 
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cervix so great as to cause distension of the uterus by 
menstrual fluid, although a part of the flow escaped. 8. 
Betention of menses in one half of a double uterus. I 
thought a fibroid tumour improbable, although the swelling 
seemed quite hard enough to be of that nature, first, 
because of the patient's youth, and, secondly, because the 
symptoms had commenced with puberty, I also felt 
certain that if there were any channel for the escape of 
menstrual fluid at all the uterus would not allow itself to 
become distended, but would become hypertrophied suffi- 
ciently to overcome the obstruction. I therefore concluded 
that there was probably retention of menstrual fluid in one 
half of a double uterus, notwithstanding that the swelling 
appeared to be central. 

It was agreed with Dr. Stirling that we should meet at 
the patient's house, and examine her under anassthesia with 
the aid of the sound, and that, if the diagnosis appeared to 
be confirmed, we should proceed to evacuate the uterus. 
An anaesthetic having been administered, on April 8th, it 
was found that the sound passed easily, going towards the 
right side and to the normal length. The os also appeared 
to be displaced somewhat towards the right. There 
appeared, therefore, to be additional reason for thinking 
that one half of the uterus was occluded, and that the 
occluded half was the left. A puncture was therefore made 
with a small trocar to the left of the os, and, after the 
trocar had penetrated a very thick wall, the usual treacly 
fluid, seen in cases of retained menses, began to pass 
through the canula. The opening was then enlarged by 
director and scalpel until it would easily admit the finger. 
Bather more than ten ounces of treacly fluid escaped. 

Notwithstanding the advocacy of Dr. Emmet for the plan 
of immediately washing out the uterus with antiseptics in 
such a case, I decided not to use any immediate injection 
for fear of exciting spasmodic contraction, but to let the 
uterus empty itself spontaneously for twelve hours, and 
then to commence the injections. If the difficulty in wash- 
ing out the cavity, which afterwards arose, had l3een fore- 
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seen, it would doubtless have been thought better to wash 
it out at once. 

The patient expressed herself as relieved after the opera- 
tion, but owing to her resistance and extreme hyperaBsthesia 
Dr. Stirling found it impossible to syringe out the evacuated 
cavity, and only the vagina could be syringed. On the 
second day temperature was 99*2°, pulse 104; on the third, 
temperature 99°, pulse 104. Sanguineous discharge con- 
tinued free up to 3 p.m. on the third day, when it became 
much less. On the fourth day at noon discharge had 
almost stopped, the little discharge there was had become 
offensive, and the patient had pain over the uterus. Tem- 
perature was 104°, pulse 131 at noon; and at 7 p.m. tem- 
perature was 104*6°, pulse 136. 

Dr. Stirling urged that an anaosthetic should be given to 
wash out the uterus. The patient^s mother, however, and 
her friends very foolishly refused to permit it. The febrile 
symptoms continued, but the consent of the friends to the 
administration of an anaosthetic could not be obtained until 
the seventh day, when I was asked to see the patient again. 
I found that she had a temperature of 104*5°, and pulse of 
140, with tenderness over the uterus, but no evidence of 
peritonitis nor distension of the abdomen. Her resistance 
was so great that I could not even make a vagioal examina- 
tion without an anaesthetic, although she allowed her mother 
to syringe the vagina. An anaesthetic having been given, 
it was found that a director could be passed easily through 
the opening into the left half of the uterus. The opening 
was again enlarged with a scalpel, and the cavity washed 
out with carbolic solution, 1 in 40. No more blood escaped, 
but some semi-purulent material, rather offensive. The 
finger was passed in and some flaky matter removed from 
the walls of the cavity. This cavity was found to have 
contracted up, and was now bifurcated; one horn, about 
an inch and a half long, parallel to the right half of the 
uterus; the other, somewhat shorter, extending outwards 
and upwards towards the left. 
Two hours and a half after the operation temperature was 
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104*6°, pulse 136. The next day she seemed much improved, 
and temperature had fallen to 102*3°, pulse 100. Ninth day, 
temp. 102-4°, pulse 96. Tenth day, temp. 102-2°, pulse 100. 
Eleventh day, temp. 103°, pulse 104. 

Up to this time the patient had appeared to be going on 
favorably since the last operation, and Mr. Lloyd, who had 
charge of the case in the absence for a few day3 of 
Dr. Stirling, felt little doubt of her ultimate recovery. 
There had been no return of offensive discharge, but it 
had still proved impossible to do more than syringe the 
vagina. 

Early on the morning of the twelfth day the patient 
suddenly began to complain of severe pain in the uterine 
region which gradually spread upwards, and from this time 
she vomited everything that she took. By the afternoon she 
was in a state of collapse ; limbs cold, eyes glazed, and face 
clammy, and she died at 8 p.m. The febrile symptoms had 
doubtless pointed to some septic mischief from the third 
day onward, but this sudden onset of symptoms of peri- 
tonitis and rapid death would seem to indicate the rupture 
either of a dilated Fallopian tube or of some abscess in its 
vicinity. No autopsy was obtained. 

The unfortunate result of the case would seem to have 
been due, in the first place, to the obstacles to treatment 
caused by excessive hyperaBsthesia, and, in the second place, 
to the refusal of the friends to permit the use of an ansBs- 
thetic when it was considered essential in order to overcome 
this difficulty. 

I am much indebted to Dr. Stirling for his notes of the 
course of the case. 



Dr. Edis suggested that much care was requisite in employing 
carbolic acid injections in any cases where free return of the fluid 
was at all doubtful. He had seen instances where marked toxic 
symptoms had been produced from retention of the carbolised 
water. In one case where an abscess in the neighbourhood of 
the bowel had burst per rectum, a solution of carbolic acid, 1 in 
40, had been injected, and the patient was with difBlculty 
recovered, symptoms of collapse, with cold clammy perspirations, 
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extreme pallor, partial unconsciousness, and other urgent indica- 
tions being manifested. 

Dr. Q-BAiLY Hewitt's experience had led him to the con- 
clusion that it was safer, in performing the operation of evacua- 
tion of retained menstrual fluid, to make a small opening and to 
allow of gradual escape of the fluid. This allowed of the 
gradual contraction of the walls of the cavity which were not 
seldom weak and thin. He considered it not improbable that 
if allowed to discharge itself too quickly a suction influence 
might afterwards be exercised and septic material drawn into the 
cavity. 

Dr. Q-ebvis said he thought Dr. G-alabin had probably himself 
pointed out "what would have been the most useful addition to 
the conduct of the case, the washing out with antiseptic fluid the 
uterine. cavity. He agreed with Dr. Hewitt as to the impor- 
tance of a moderately slow evacuation of retained menstrual 
4uid, although not for the same reason, considering the risk of 
septic absorption arose less from the introduction of septic 
material from without through any " uterine suction " than from 
the decomposition of unremoved fluid. Recent experience of 
the evacuation of retained menstrual fluid with antiseptic 
precautions had entirely satisfied him of their great value. 

Dr. Wynn Williams, after oflfering his thanks to Dr. Galabin 
for bringing forward this case, which was a particularly interest- 
ing one, elicited, moreover, how differently different medical 
men treated such cases. Dr. G-raily Hewitt had stated that he 
always made a very slight opening and allowed the returned 
menstrual fluid to drain out very slowly, whereas he made a 
very free opening so as to get rid of all or as much as possible 
of the menstrual fluid at once. Dr. Wynn Williams had only 
iwo observations to make upon the paper. The first, that he 
would have syringed out the uterus with a solution of iodine, 
which he believed to be the safest and, in his opinion, the best 
antiseptic we possess, as septic poison cannot exist in the pre- 
sence of iodine, it is immediately converted into carbon. The 
second remark is that he considers it a very dangerous proceed- 
ing to make a second or fresh incision when any septic poison is 
present, as it is almost certain to be taken up into the system. 
He would not say that the patient would not have died had this 
fresh incision not been made, nevertheless, it is just possible she 
might not. 

Dr. Chamfneys said that he had seen a case of retained men- 
strual fluid in one half of a double uterus under the care of Dr. 
Winckel, of Dresden. In this case slow evacuation did not pre- 
vent a fatal result, which was caused by the retraction of the 
uterus from an adhesion, which tore a hole in the thin uterine 
wall* Death resulted from septic peritonitis* 
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Dr. Cleveland was somewhat surprised at the fear expressed 
by Dr. Edis in the use of carbolic acid injections. He had used 
them in chronic inflammation of the bladder attended with 
muco-purulent discharge, with permanent good results and no 
untoward consequences. The pure form of acid, known as absolute 
phenol, procured at Squires's, in the proportion of 1 to 50 or 60 
of water, was employed. 

Dr. Cabteb agreed with the remarks of Dr. Edis as to the 
dangerous results which have at times followed the injection of 
a solution of carbolic acid into the uterus. He related the case 
of a patient who was for a time in a very critical state after 
washing out the uterus the third day after a miscarriage with a 
solution of the strength of 1 in 80. 

Dr. Malins said that he had heard the paper of Dr. Galabin 
with much pleasure and interest. It seemed to him that there 
were two circumstances to note in connection with it. The first 
was the difficulty in making an exact diagnosis in the absence of 
any post-mortem examination. The condition of distension of 
one half of the uterus must be very rare, while the symptoms 
and physical state in this case did not seem to be inconsistent 
with either an anterior hsematocele or thrombus in the cellular 
tissue in front of the cervix. The hardening of the outer layers 
of such a collection, in the manner known sometimes to occur, 
would give rise to thickening and difficulty in passing a knife 
through not unlike that of cutting through a firm muscular sub- 
stance, whereas it is probable that had it been the uterine wall 
some softening of the tissue would have been the result from 
such a collection, for there was hardly time for inflammatory 
hardness to have taken place. The next point of importance was 
the necessity of perfect drainage and disinfection. He had met 
with similar cases where considerable trouble had occurred in 
this respect, but which had been overcome by using a winged 
catheter with the end cut off, or one of Davey's anchors. 
He had also had a grooved director made to run along the 
aspirator needle, which had answered a valuable purpose in being 
a safe guide to the inside of the sac. In similar cases he was 
accustomed to wash out the interior of the cavity with the 
same needle by which the puncture was made, using the aspirator 
for doing so. In these, as in puerperal cases, he had found the 
greatest service from the use of tincture of iodine, and thought 
that nothing answered more safely or effectually. 

Dr. Matthews Duncan would only remark that he, in cases 
of retained menses, made a free opening and allowed the fluid to 
drain away, using no injection of any kind. He had, in a con- 
siderable experience, had no fatal case or evil result, and he 
believed he had observed injurious consequences of the injection 
of plain warm water in cases which he had witnessed^ 
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Dr. Galabin said that he thought the method of gradual 
evacuation of retained fluid was preferable when the quantity 
was large, but not when it was small or moderate. He did not 
think that the unfavorable result in his case could be attributed 
to the washing out of the uterus with carbolic solution or even 
to the second incision, because a marked improvement followed 
these proceedings, and continued for more than four days, while 
the patient's condition had already appeared extremely critical 
before the second operation. He did not believe that the case 
could have been one of hsematocele, because the tumour had been 
perfectly movable in the first instance, and he did not think that 
the contents of a hsematocele ever so exactly simulated the 
uniform treacly fluid seen in cases of retained menses. 



Annual Meeting. 

The audited balance sheet of the Treasurer, Dr. Gervis, 
was then read. 

It was moved by Dr. Murray, seconded by Dr. Potter, 
and carried unanimously, ^^That the audited report of the 
Treasurer be received and adopted.^^ 

The Eeport of the Hon. Librarian was then read, and 
its adoption was moved by Dr. John Williams, seconded by 
Dr. Carter, and carried unanimously. 

Beport of the Honorary Librarian. 

In presenting to the Society the customary report upon 
the state of its Library, I am happy to be able to say that 
it has been as useful as heretofore to the Fellows of the 
Society, and that it continues to expand in correspondence 
with the increasing amount of Obstetrical and Gynaecological 
Literature. The Library Committee has endeavoureJ by 
recommending to the Council the purchase of each new 
work of importance that has appeared during the year and 
has not been presented to the Society, to make the Library 
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as complete^ in its special brancli^ as possible. At the end 
of 1880 tlie Library contained 2919 volumes. During 1881 
48 books have been presented to it and 48 pamphlets^ 
making/ when bounds 5 volumes; 53 volumes in all. 39 
books have been purchased and 13 pamphlets, making, when 
bound, one volume ; together, 40 volumes. 44 periodicals 
have been taken in. The total number of volumes in the 
Library on December 31st, 1881, was 3056. 

The Society has had during the year to lament the ^oss 
of its valued Librarian, Mr. T. Watson, who died in June 
last. Mr. Watson's unvarying courtesy, as well as his zeal 
and care in promoting the efficiency and utility of the 
Library, had led those who were brought into communi- 
cation with him to esteem him highly. The Council have 
appointed inTiis place Mr. R. Wade Savage, in whom they 
believe they have secured an efficient and valuable officer. 

G. Ernest Herman. 

The Report of the Chairman of the Board for Examination 
of Midwives was then read, and its adoption, with a vote of 
thanks to Dr. Aveling, was moved by Dr. Ems, seconded 
by Dr. Cleveland, and carried imanimously. 

The Examination of Midwives, 

The Board of Examiners has much pleasure in congratu- 
lating the Fellows upon the increasing success of their 
tentative scheme for providing the public with a more 
efficient class of midwijfeSi The number of applicants for 
the diploma of the Society is greater every year. In 1879 
there Were twelve, in 1880 twenty-four, and in 1881 forty- 
four candidates* Of the forty-four Who came up for exami- 
nation dliring the past year thirty-nine sustained their ex- 
aminations and five failed. 

The Examiners also have much satisfaction in being able 
to inform the Society that they notice considerable improve- 
ment in the knowledge of midwifery shoWn by the candidates^ 
both in their written and viva voce examinations ; and this 
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improvement they believe to be due to the excellent lectures 
which are now given to these women by physicians con- 
nected with the Lying-in Hospitals. 

The Board wishes again to take this opportunity of urging 
upon the Council the increasing necessity which exists for 
procuring from Parliament a bill providing for the licensing 
and registration of midwIVes^ and rendering it p^nal for 
any woman to call herself a registered midwife unless she 
be licensed and registered under the Act. An energetic 
effort in this direction is not only necessary for the public 
safety, but also out of consideration for this Society ; for if 
the number of candidates for our midwifery diploma con- 
tiaues to increase in the same ratio as during the last three 
years, it may become a question whether the honofany labour 
of the Society is not being over-tajsed, or possibly diverted 
from the objects for winch the Society was originally in- 
stituted. 

J. H. AvELiNO, M.D., 
Chaifmcm of the Board for the Exandnation of Midwives* 

Wie Scrutineers retired, and on their return the result 
of the ballot for officers and council for the ensuing year 
Was declared as follows : 

Honora/ry President. — ^Arthur Farre, M.D*, FiR.S* 

President. — J. Matthews Duncan, M.D.> F.R.S. Edin. 

Vice-Presidents. — John Bassett, M.D. (Birmingham) ; John 
Brunton, M.D. ; Clement Godson, M.D. ; Jonathan Hutchin- 
son, F.R.C.S. j John Thorbum, M.D. (Manchester) j John 
WiUiams, M.D. 

Treasurer. — John Baptiste Potter, M.D. 

Honorary Secretaries. — ^Alfred Lewis Galabin> M.A.j M.D. ; 
George Ernest Herman, M.B. 

Honorary Librarian. — Francis Henry Champneys> M.A.y 
M.B. 

• Other Members of Council. — John Ford Anderson, M.D., 
CM.; Henry Charles Andrews, M.D. j George Paddock 
Bate, M*D. ; Henry Bennet, M.D. (Weybridge); Peter 
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Lodowick Burcliell, M.B. ; Charles Henry Carter, M.D. ; 
T. Bdmondstoune Charles, M.D. (Calcutta) ; Edward Malins, 
M.D. (Birmingham) ; Walter Rigden ; David Lloyd Roberts, 
M.D. (Manchester) ; Frederick William Salzmann (Brigh- 
ton) ; Charles Brodie Sewell, M.D. ; William Stephenson, 
M.D. (Aberdeen) ; William Heath Strange, M D. ; Edward 
Tayloe^ John Knowsley Thornton, M.B., CM.; Frederick 
Wallace ; George Eugene Yarrow, M.D. 



The President then delivered his annual address. 
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After hearing these reports, gentlemen, we have no 
hesitation in recognising the prosperity of this Society, now 
entering on its twenty-fourth year of existence. We have 
lost fourteen members by resignation and fifteen by death, 
not including two honorary Fellows who have died. At 
present our Society numbers 745 members ; and, at our 
present numbers, which are not the highest reached by us, we 
are by far the largest obstetrical society in existence, or 
that has ever existed. 

The state of our funds is gradually improving, and of this 
I need not speak in detail, for I am sure the Society has 
sufficient corporate spirit to provide any funds that it may 
need for the carrying out of its projects, if there were a 
demand beyond our ordinary income. 

Our scheme for the examination and certifying of mid- 
wives is gradually gaining favour, and is, I doubt not, des- 
tined to a great future. Dr. Aveling continues to watch 
over it with zealous care, and we shall support his and all 
efforts to make it the basis or one of the bases of our appeal 
to Government to take in hand the much-needed registration 
of midwives. During the year forty-four applicants have 
been examined, and of these thirty-nine have had a diploma 
granted to them. 
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One of the very greatest objects which this Society has 
set before it is the formation and maintenance of a special 
library, and you have received the good report of Dr. 
Herman, your Honorary Librarian. During the year our 
acting Librarian and professional brother, Watson, has 
died under tragical circumstances. He was much esteemed 
and a valued servant. His place has been fiUed by Mr. 
Savage, who bids fair to be efficient and popular among us. 
To every member of this Society the library should be dear 
as a pet or hobby, and I do not go too far in saying that 
almost every member can do some signal favour to it and 
thus to the profession. Most medical men have some rare 
book or books, or at least books not in the library, and I 
boldly assume the function of a beggar, and say, — Give them 
now, or leave directions in your will that they be given 
when they are no longer of any use or pleasure to you. 
During the year the library has risen from 2919 to 3056 
volumes. 

During the session a large number of specimens have 
been shown with more or less of accompanying oral descrip- 
tion and comment, and this part of our evening employment 
has been most interesting and valuable. These are. the 
minor contributions to our proceedings, and we heartily 
welcome specimens and observations which are quickly 
brought before us, lest they should be utterly lost to science 
or have their freshness and striking peculiarities dimmed 
by delay. 

It is to our deliberately prepared and pi^eviously 
announced communications that I next refer, and they are 
our great and lasting work, the only possible monument, 
mre peremvivs, of a Society like ours. These have been 
worked out at the bedside or in the laboratory, and care- 
fully prepared in the scanty leisure hours of the study; and 
if we look to the position and professional activity of the 
authors, we shall only the more admire their zeal and powers 
of utilising their horae aubaecivse. These papers have 
amounted in number to fifteen, and I daresay that, were 
they a hundred, we should not be satiated. Yet, while we 
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have had our hours of meeting completely filled, we might 
surely have more papers than fifteen from ^74 members ; 
and, looking at the position of most of the writers, and at 
the character of their papers, I would make appeal to our 
younger members, who have most time, youthful vigour, 
and openness to new ideas. A course of delightful, hard, 
unflinching, work at some one of the almost innumerable 
and generally easy problems lying around and awaiting 
solution, would produce for this Society a valuable work, 
and for the author abundant reward. 

There can be no question that we at present owe to Ger- 
many the greater and the better part of the obstetrical work 
of the world, and we should look there for example. Doing so 
we feel a great deal is done by young men in the period of 
life just after graduation, when there is not much occupa- 
tion in practice, and therefore much leisure for scientific 
work. These young physicians are often guided in the 
direction of their efforts by physicians of age and knowledge 
who know the problems that are awaiting solution. 
• Looking over the papers of last session, I have arranged 
them in three classes, a very imperfect classification, involv- 
ing, however, some ideas. There are four papers the pro- 
duction almost entirely of the laboratory or the study. 
First, an anatomical paper by JastrebofE on the ganglion 
cervicale uteri, enumerating views, quite new in this country, 
regarding the dependence of functional and organic disease 
on previous disease in the plexus of ganglia j second, an 
anatomical paper by Heath, giving a report of an elaborate 
dissection of a diseased and malformed foetus ; third, an 
anatomical paper by Percy Boulton on a rare malforma- 
tion of the vagina; fourth, a statistical paper by Eigden 
embodying the results of a long private practice. 

There are in the second class six papers conjoining clinical 
observation with clinical remarks and practical criticism. 
First, a paper by Heywood Smith on a case of delivery in 
atresia vaginao ; second, Gralabin's case of abdominal section 
in extra-uterine combined with intra-uterine pregnancy; 
third, Galabin on pregnancy complicated with cancer of 
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the cervix ; fourth, Braithwaite on non-capsulated fibroids 
resembling retained placenta; fifth, Hickinbotham on a 
case of placenta praBvia complicated by a large myoma; 
and sixth, Moullin's case of myxoedema with pregnancy. 

There are in the third class five papers, in whose compo- 
sition we find clinical remarks, and scientific elaboration or 
development, or an attempt thereat. First, a great paper 
with appendix by Barnes, on missed labour and lithopae- 
dion j second and third, two very valuable and mutually- 
related papers by Herman and Godson, the former on the 
relations of flexion to dysmenorrhoea, the latter on dys- 
menorrhoea and sterility ; fourth and fifth, two papers by 
your President, one on phlegmasia dolens, and one on short- 
ness of the cord as a cause of dif&culty in labour. 

We have here, and in other volumes of our ' Transactions,* 
a great variety of subjects treated and different methods 
adopted in treating them with a view to progress in the art 
and science of medicine. The objects are different and the 
subjective treatment, with a view to the same end, varies 
according to the genius of the author from the mere empirical 
method on the one hand to the modem rigidly scientific 
method on the other. Between the two extremes we see all 
the shades of distinction between the Tory and the Whig. 
We find at the one pole the followers of Hippocrates, of 
Sydenham, of Bright, and at the other those who pursue 
their work by aid of the microscope, the test-tube> the 
thermometer, &c. We find on the one hand the old obser^ 
vational clinical method, on the other the application of 
physics and of chemistry. There is the band of workers 
who delight in hospital and their voluminous case-books, 
and there is the other band who delight to retreat to the 
laboratory and to their calculations. In short there are the 
old and the new, those who study mainly the patient and 
those who study mainly the disease. 

The long march of advancing research is ever increased 
by opening tip of new fields and by the discovery of neW 
instruments, and it is our duty as a Society to hasten the 
business. Every man, accor^g to his bent, can find con* 
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genial occnpation, from him who delights in general views 
and practical utility, to him who analyses and measures. The 
work of all hands is required, is indeed essential; and we have, 
as our duty here, to gather it, to sift it, and to publish it. 

At all times, and never more than at present, contem- 
porary renown is awarded to the young and daring, the 
original research, the instrument of precision, the clever 
hypothesis ; and it has been, and is now, usual for seniors 
and those toiling amidst the difficulties of practice to 
disparage the juniors toiling in the laboratory. But there 
is trnlj no wifidom or justice in disregarding or deprecating 
any honest work, whether it is that of philosophic, old- 
fashioned, generalisation, or that of the highest power of 
the microscope. Great physicians were at one time young 
workers, and the best will be those who combine the two 
kinds of mental activity or who have passed from the one 
to the other. The practitioners will have wealth and power, 
the modem investigators will have renown. Both are indis- 
pensable to progress, and each should encourage and help 
the other. 

Mr. Reginald Vernon Musgrave joined the Society in 1875. 
He served on the Australian station of the Peninsular and 
Oriental Steamship Company, and died of heat apoplexy at 
Bombay on May 21st, 1881, at the early age of thirty-one 
years. 

Dr. Edward White, of Birmingham, joined the Society in 
1877. He died May 29th, 1881. 

Dr. John Copleston BaJcer, a Fellow of the Royal College 
of Surgeons of Edinburgh, joined the Society in 1867 and 
died on the 9th of September, 1880. He practised in Liver- 
pool, and was forty-three years of age at his demise. 

Mr. Symonds, of Oxford, a Fellow of the Royal College 
of Surgeons, Honorary Surgeon to the Ratcliffe Infirmary, 
Consulting Surgeon to the Oxford Dispensary, Coroner for 
the University of Oxford, was elected in 1859 a Fellow of 
this Society and held the office of Honorary Local Secretary, 
and was a Coimcillor from 1862 to 1865. He was, I believe, a 
brother of the late and well-remembered physician of Clifton ; 
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and lie interested himself chiefly in the matter of surgery 
rather than of obstetricy. But at one time he took much 
trouble to try to improve the lever and to extend the scope of 
its application ; and I possess, as a gift from him long ago, a 
lever made after his model. He died on the llth September, 
1881, aged sixty-eight years. 

Dr. Charles Dudley Kingsford, of Clapton, was elected a 
Fellow of this Society in 1869, and he served on the Council 
in 1879-80. He held some public appointments, and wrote 
some papers on diphtheria, which were pubhshed in the 
' Lancet ' in 1858 and 1879. On the 12th September, 1881, 
he died, aged fifty-one years. 

During last year have also died Mr. Bateman, of Islington, 
at the age of seventy-four ; Dr. Joseph E. Beck, of Port 
Wayne, Indiana j Dr. Coote, of Ashby-de-la-Zouch, at the 
early age of thirty-nine ; Mr. Roberts, of Rhyl ; Mr. Foxon 
Foxon, of Brompton ; and Mr. Taylor, of Chelmsford. I 
also mention the death of Mr. James Oldham, consulting 
surgeon to the Brighton Lying-in Hospital, on December 
26th, at the age of sixty-four, although he had broken his 
connection with this Society, a step he had very recently 
taken. I had not the honour of Mr. Oldham's acquaintance, 
but I have heard him spoken of enthusiastically as a great 
and good physician, and his memory has a claim on our 
regard arising from his being the brother of a distinguished 
and highly respected past-president of the Society. 

Dr. George Alexander Malcolm Svmpsony originally an 
Aberdonian, was educated and graduated in the granite city. 
He joined this Society in 1874. He was a highly successful 
and much esteemed practitioner in Highgate, where he was 
a partner of Mr. Forshall. He held the oflice of Medical 
Oflicer of the Convalescent British Hospital for Sick Children. 
He wrote a paper on diphtheria, which was published in 
1878 in the ' British Medical Journal.' He had the looks 
of a man destined for a long life and much usefulness, but 
was somewhat suddenly carried ofE by disease of the heart, 
last October, while he was on a holiday in his native country* 
So much esteemed was hd in Highgate that an influexttial 
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Committee has been formed there to establish a lasting 
memorial of him. It is expected to take the form of a sub- 
stantial contribution to the funded property of the hospital 
with which he was connected, and I am sure we all wish 
success to so appropriate a scheme for perpetuating the 
memory of a physician. 

Dr. Alfred Henry McOUntock, one of our Honorary Fellows, 
was bom in 1821 and died in 1881, of disease of the heart 
and apoplexy. He was early apprenticed to Dr. Brunker, 
surgeon to the Louth Infirmary, received most of his medical 
education in the Park Street School of Medicine in Dublin, 
and at twenty-one years of -age acquired the Kcence of the 
Boyal College of Surgeons in Ireland. He then spent six 
months in Paris, which in 1842 was almost the only school 
regularly attended by young British medical men. In 1844 
he received the degree of Doctor of Medicine from the 
University of Glasgow. His student life was now closed, 
and he at once dedicated himself to the obstetrical depart- 
ment of the medical profession, in which he continued 
stedfastly and zealously working till he died at the age of 
sixty years. 

Having, as I have said, concluded that part of his life 
which was devoted to his own education, and having received 
the ordinary degrees or testimonials of the completeness of 
his equipment, he did not cease to be a student, as his works 
testify; but his studies were now destined to benefit not 
himself only but the public and the profession. He devoted 
himself to obstetrics and had the great good fortune, at 
the commencement of his career, to get the office of assistant 
master in the Rotunda under Dr. Charles Johnson. He 
resided in the hospital for three years. Nine years after he 
left the Botunda he returned to it as master, an office which 
he held for the usual term of seven years. These combined 
seven and three years, ten in all, were, no doubt, the founda- 
tion of his greatness, his usefulness, his fame. 

Within the bounds of the United Elingdom greater advan- 
tages for the production of an obstetrician could not else- 
where be found ; nonei indeed^ mearly equal. The science 
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of obstetrics owes much to the great lying-in-hospital 
of Dublin^ the only great one in these kingdoms. It is 
surely, in this assembly, useless to descant on the enormous 
gains to medicine derived from such institutions. For 
Ireland this one has produced an unbroken line of great 
masters of the art of midwifery and secured for the School 
of Dublin an enviable perennial distinction. Ten years 
of connection with it made McClintock a great master 
in midwifery, and afforded him materials for his scientific 
contributions. 

The history of midwifery, while it shows us that very 
, great works, the greatest indeed, may occasionally be accom- 
plished by men who have not the advantages of a large 
hospital, demonstrates that it is chiefly from large hospitals 
that science derives its living continuous stream of progress, 
and that in them resides the best touchstone of practice. 
Moreover, there is a kind of wealth and maturity of experi- 
ence derived from them that alone can endow a wise physician 
with a superior wisdom. Of these truths, the Idstory of 
the Rotimda and the history of Dr. McClintock are good 
illustrations. 

Of some of the work which McClintock did in the hospital 
we have a valuable record in his numerous published papers, 
many of which deserve collection and republication. We 
have, in addition, a great body of laborious investigations 
and research in a book which he and his friend. Dr. Hardy, 
combined to produce, a report of the great hospital's doings 
during three years of Dr. Charles Johnson's mastership, 
entitled ^Practical Observation on Midwifery and the 
Diseases incident to the Puerperal State.' This valuable 
work is founded on the observations of the labours of six 
thousand six hundred and thirty-four women, taking place 
between January 1st, 1842 and January 1st, 1845. It was 
published in 1848. In 1863 he produced his ^Clinical 
Memoirs on Diseases of Women,' a work, whose primary 
object, he says, is to embody pome of the fruits of §Jeven 
years' experience in the gynaacological wards pf the hospital ; 
and which, he adds, would not have been undertaken ^.t all 
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but from a sense of the debt and obligation whicb the 
opportunities of an hospital imposed upon him. Besides 
all this he did further professional work in giving lectures 
on midwifery and the diseases of women in the Park Street 
School of Medicine. 

Dr. McClintock^s numerous papers^ his two volumes of 
original work, and his lectures, were what may be called 
tangible or substantial fruits of his study and practice ; but, 
knowing him, as we do, we may be sure that beyond his 
mere services to the patients under his care and his printed 
or spoken teaching, an immense amount of influence for 
good constantly emanated from him to the practitioners 
and students and nurses who were brought into contact 
with him. The power of every word and of every look of 
a respected teacher can scarcely be over-estimated, and I 
feel sure that McClintock justly appreciated his great 
responsibility in these respects, and well repaid the debt 
and obligation which the opportunities of an hospital 
imposed upon him. He was an example of usefulness, 
truthfulness, and gentleness. These do not, in themselves, 
advance science or produce diligent and successful pupils, 
but they are qualities diffused by example, and they form 
the best ornaments of the man of knowledge, genius, and 
skill ; and their deficiency should always be, and is, enough 
to induce abatement of affection and respect, however much 
room may remain for bare admiration. 

McClintock received during his career many honorary 
distinctions and tokens of respect. He was Doctor of Laws 
of the University of Edinburgh, Master of the Obstetric 
Art of Dublin, Honorary President of the Dublin Obstetrical 
Society, Honorary Fellow of the American Gynaecological 
Society, of the Edinburgh Obstetrical Society, &c. Besides, 
he held many high professional offices, of which the last 
and not least was President of the Obstetrical Section of 
the International Medical Congress of London. 

Dr. Tliomas Radford was bom near Manchester in 
November, 1793, and died there in May, 1881, aged 88, 
He was educated at Chester, and when seventeen years of 
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age was apprenticed to Mr. WilKam Wood, an eminent 
general practitioner in his native town. He had his 
medical education partly in Manchester partly in Guy^s and 
St. Thomases Hospitals. At the age of twenty-four he 
became M.R.C.S. and L.S.A.; and next year, 1818, he 
obtained the office of Surgeon to the Manchester and 
Salford Lying-in Hospital. So, like all great obstetricians, 
he began life in obstetrical harness in a hospital, and 
he ended life holding the offices of Consulting Physician 
and Chairman of the Board of Management to the same 
institution. 

He lectured on midwifery in two Manchester schools of 
medicine successively for many years, and in 1854 he, in 
Manchester, gave the first address on Obstetric Medicine to 
the Provincial, now British, Medical Association. He pub- 
lished many papers, and took always keen interest in all 
obstetrical proceedings. He was one of the first Vice- 
Presidents of the Obstetrical Society, a Fellow of the Royal 
College of Physicians of Edinburgh and of the Royal 
College of Surgeons of England. 

Radford lived in a great city historically, and now famous 
in obstetrics. Of the present good maintainors of its just 
eminence I shall not speak, and I need say nothing 
regarding Mr. Charles White, who flourished in the end of 
last century, or of Dr. Hull, of the beginning of thii one. 
Besides these Manchester has produced Kinder Wood and 
Roberton and Charles Clay, The obstetric work of Man- 
chester that is best known, because it made a great noise 
in its day, has reference to Csdsarean section; and to the 
questions, still far from settled, regarding this operation, 
Radford naturally devoted attention. Indeed, his best 
known work is on ' Deformities of the Pelvis and Csdsarean 
Section,' and of it a second edition appeared so late as 1880. 
Not the least part of his good life-endeavour is to be read 
in a book which he neither wrote nor published, but which 
we owe to the zeal of our Fellow, Mr. Cullingworth. This 
book appeared in 1877, and is entitled ' Catalogue of the 
Radford Library, St. Mary's Hospital, Manchester,' and it 
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is a record of magnificent and enlightened generosity. 
'' In the year 1853/^ says Mr. Cullingworth, '^ St. Mary^s 
Hospital, Manchester, was enriched by the gift of a very 
valuable library and museum. They were named respec- 
tively the ' Radford Library * and the ' Radford Museum/ 
so that the name of the munificent donor might be per- 
manently associated with his gift. Both had been formed 
by Dr. Radford himself, and the many important additions 
since made to the library have all been presented by him. 
I have (he adds) Dr. Radford^s permission to state that he 
has also placed an endowment fund of £1000 in the hands 
of trustees, and that the interest on this sum, which will 
become available at his death, will be devoted exclusively to 
the maintenance and extension of the library.'* 

Otto Spiegelbergy an Honorary Fellow of this Society, 
and deservedly one of the most famous of modem obstetri- 
cians, was bom on January 9th, 1830, at Peine in Hanover. 
He died of contracted kidneys and heart disease at Breslau, 
on the 9th August, 1881, at the too early age of fifty 
years, a deplorable event, suddenly arresting in mid-career 
a life of very great activity and beneficence in both science 
and practice. 

Spiegelberg received a classical education at Hildesheim, 
and at the early age of eighteen entered the University of 
Gottingen. Here he already showed his inclination towards 
the pursuit of midwifery, and so attracted the regard and 
esteem of his teacher, E. C. I. von Siebold, that he took 
him with him to Vienna on a scientific expedition in 1852. 
On his return to Gottingen Spiegelberg set about the study 
and practice of midwifery with zeal destined never to 
wane. In 1855 he made a scientific journey to England, 
Scotland, and Ireland. I remember the bright-eyed, zealous 
youth, diligently seeking all kinds of knowledge in Edin- 
burgh, where my highly-prized acquaintance with him 
began, soon to ripen into a mutual friendship, which lasted 
till his death. In 1860 he published a small text-book of 
midwifery, and in the same year he wa« made extraordinary 
prof esBo; of midwifery in the University. In 1861 he was 
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called to Freiburg as Professor Ordinarius, and there he 
married Fraulein Louise de Bary. After two years in Frei- 
burg he went to Konigsberg as professor, but before he 
was well settled^there he accepted the samer office in Breslau, 
in 1865. He thus held four professorships of midwifery 
successively; but this is not all, for he had the great honour 
of being invited, in 1878, to the Professor^s Chair in Stras- 
burg, — a professorial character of remarkable variety. 

In 1870, co-operating with the well-known and highly- 
esteemed Professor Cred6, of Leipsic, he stacrted the 
^Archiv fiir G-ynaekologie,^ and to it he contributed many 
valuable papers in midwifery, but especially in gynaecology, 
to which latter department he was specially devoted during 
the latter half of his professional life. This great journal, 
conducted by Crede and Spiegelberg, has done very great 
honour to its conductors and contributors, being by far the 
best obstetrical periodical that has ever appeared, eminently 
distinguished for its high scientific character, successfully 
pushing obstetrics and gynaecology into that truly scientific 
position which it is our highest ambition as a society to 
promote. In this journal there appears a necrological 
account of Spiegelberg to which I am indebted, and for 
which we have to thank Spiegelberg^s warm and admiring 
friend Leopold. 

The great, I feel inclined to say the immortal, work of 
Spiegelberg is his 'Lehrbuch,* which appeared in 1878, and 
of which the second edition is only partially published. In 
a letter I had from him a few days before his death, in 
which he discussed the prospect of his coming to the Inter- 
national Medical Congress, he mentioned that he was far 
advanced with the second half of his large work and that 
he hoped soon to complete it. The first edition of this 
book is only nominally a second edition of the small ^ Lehr- 
buch,' which he published in 1858 while still at Grottingen, 
The 'Lehrbuch^ of 1878 is about the largest system of 
midwifery that has ever appeared. It is greatly to be 
lamented that he did not live to finish the new edition, and 
to ^t ^veu rtiU piQre, Only ^eopnd to the best original 
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work is the production of a first-rate Lehrbuch, and in this, 
I believe, we have an example of unsurpassed excellence. 
The two parts of the work which still await publication are, 
I believe, to be edited by Dr. Wiener, lately assistant to 
Spiegelberg. 

Br. James Oeorge Wilson was the son of a distinguished 
accoucheur of great experience and fame, who practised 
in Glasgow, and whom I remember as a venerable figure, 
highly respected in the profession. He is still memorable 
as taking an early and active part in the promotion of the 
treatment of labour complicated with contracted pelvis by 
delivery after podalic version, a mode of dealing with such 
cases which is still far from having the limits of its appli- 
cability thoroughly well defined, there being many difEer- 
ences of opinion regarding principles as well as important 
details. His son, James George, was bom and bred in an 
obstetrical atmosphere, and grew into nothing else than an 
obstetrician. His mind was always occupied with this 
study, and his life filled with the practice. He enjoyed the 
confidence of his professional brethren and of a large circle 
of patients and friends. When the Chair of Midwifery in 
the University of Glasgow became vacant by the death of 
Dr. Pagan, many regarded Dr. Wilson as the best candidate 
for the office ; but, as is well known, he was beaten by our 
respected Fellow, Professor Leishman. In 1863, however, 
he was elected to the Chair of Midwifery in Anderson^s 
College. In 1855 he was appointed physician to the 
Glasgow Maternity Hospital, and in 1875 he became a con- 
sulting physician to the same institution ; and it is interesting 
to notice that with this hospital he and his father had had 
official connection since 1834, that is, for forty-seven years. 
This long stretch of time for experience yielded valuable 
fruit in the matured wisdom of both father and son. 

Dr. Wilson had overflowing enthusiasm in the study of 
midwifery as a science and as an art, but his contributions 
to medical literature were all of the kind called practical. 
They are mostly to be found in the pages of the ' Glasgow 
MecUcal Journal ' and of the ' Medical Times and Grazette/ 
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His fellow-townsman, Dr. W, L. Reid, lias sent me a list of 
fourteen papers by him, and of these the first, on a case of 
aneurism, appeared in the ' Glasgow Medical Journal ^ for 
1855, and the last being notes of unusual obstetric cases, in 
the same journal for 1879. 

Dr. Wilson in the course of his life held several important 
obstetric offices, and was awarded several medical titles of 
distinction, among which not the least was that of Vice- 
President of this Society, an office to which he was pro- 
moted in 1865. 

G-entlemen, it has been to me a great pleasure to preside 
over your meetings, and I have to acknowledge with grati- 
tude your uniform courtesy. While reflecting with much 
satisfaction on our past yearns work let us strive to make 
that of the next surpass it. 



It was moved by Dr. Platfaib, seconded by Dr. Gbevis, 
and carried with acclamation, '^ That the best thanks of the 
meeting be given to the President, Dr. Matthews Duncan, 
for his excellent address, and that he be requested to allow 
it to be printed in the next volume of ^Transactions.' '^ 

It was moved by Dr. Avelino, seconded by Dr. Roxjth, 
and carried unanimously, " That the Society desires its most 
cordial thanks to be given to its retiring officers, viz. the 
Treasurer, Dr. Gervis, the Hon. Sec, Dr. Clement Godson, 
and the Hon. Librarian, Dr. Herman, for their zealous and 
valuable services to the Society during their respective 
terms of office." 

A vote of thanks to the retiring Vice-Presidents and to 
the other retiring members of Council was then moved by 
Mr. Walter Rigdbk, seconded by Dr. Hbywoop Smith, and 
carried unanimously. 



MAECH 1st, 1882. 

J. Matthews Duncan, M.D., F.R.S. Edin., President, in 

the Chair. 

Present — 40 Fellows and 7 visitors. 

Books were presented by the Editors of ^ St. Barthol- 
omeVs Hospital Reports,^ Editors of ^ Guy's Hospital 
Reports,' and by the Medical Society of London. 

William Peacey, M.B., and John Phillips, B.A., M.B., 
were admitted Fellows of the Society, and the following were 
declared admitted : — James Alexander Close, M.B. (Illinois, 
U.S.A.) ,• William Alexander Hepburn, F.F.P.S.a. (Cox- 
hoe) j Francis Boynton Lee, F.R.C.P. Ed. (Heckmondwike) ; 
and John Edward Norman, M.R.C.S. (Eske, Durham). 

The following were elected Fellows : — Herbert Blott, 
M.R.C.S. ; Audley Cecil Buller, M.R.C.S. ; James Roberton 
Crease, F.R.C.S. Ed. (South Shields); Upendra Krishma 
Dutt, L.R.C.P. Ed. (Dublin); Francis J. R. Russell, 
L.K.Q.C.P. ; David Maurice Serjeant, M.D. j Hugh Thomas, 
M.R.CiS. (Birmingham). 



FIBROID TUMOUR OP THE UTERUS* 

Dr. Bantock exhibited five specimens of fibroid tumour of 
the uterus, removed by abdominal section within the last 
seven months; They were interesting as showing the 
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various forms in which these tumours are found, and some as 
examples of the degeneration they undergo. They weighed 
respectively, 121b., 61b., 4Jlb., Sflb., and lib. The ages of 
the patients were 45, 40, 38, 42, and 36. Some were of 
longstanding, others of recent growth. In only one of the 
cases was monorrhagia a prominent symptom, and in that it 
was sufficient to produce the most profound anaemia. 

No. 1. — The patient was in hospital about five years ago, 
when the diagnosis was doubtful and nothing was done. 
When she again came under notice her condition was most 
unpromising; there was a small, very movable mass near 
the umbilicus, attached to another very solid tumour, which 
extended from the bottom of Douglases pouch to the level of 
the spleen ; the uterus could not be felt at all, the os being 
high up behind the pubic symphysis. Yielding alone to the 
urgent request of the patient, who said that such was her 
suffering that she could no longer go on as she was, and that 
if nothing were done for her she must destroy herself, the 
operation was undertaken on June 20th, 1881. After 
separating very extensive omental adhesions, chiefly to the 
smaller mass, the whole was turned out, and the pedicle 
obtained by including both ovaries and the uterine body 
somewhere near the internal os. 

No. 2 was from a woman aged 40. There were no adhe- 
sions. The operation was comparatively simple ; both ovaries 
and a large portion of the uterus were included in the 
pedicle. 

No. 3 was from a lady who was beginning to menstruate 
in excess, and to suffer pain and general deterioration of 
health. In this case the ovaries could not be included in 
the pedicle and they were removed separately. 

In Case 4 the patient had, two months before operation, 
suffered from severe attacks of pain terminating in vomiting. 
These attacks continued daily for several weeks and then 
gradually ceased, so that she had not had one for three 
weeks before operation. There were very extensive adhe- 
sions to the parietes and intestines ; the left Fallopian tube 
and fimbriee were very much enlarged, and adhered to 
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confused mass of intestine ; the colon and small intestine 
adhered to the parietes and one another, so that it was diffi- 
cult to get into the general peritoneal cavity ; the left ovary- 
was enlarged and adhered to the Fallopian tube and back 
of broad ligament, and after separation was included in the 
pedicle ; the right ovary was also bound down by adhesions, 
but being very small it was not interfered with, and being low 
down could not be included in the pedicle, though the 
greater portion of the uterine cavity was removed. The 
tumour was an admirable example of a hard fibroid under- 
going cystif orm degeneration. 

No. 5 was from a woman who, when first seen by him 
presented all the symptoms that one is accustomed to associate 
with an ovarian tumour whose pedicle has become twisted, 
such as severe vomiting, intense pain, etc. There was also 
a question of early pregnancy which time answered in the 
affirmative. She miscarried at three months and about six 
weeks after was operated on. The tumour tiras almost 
enveloped in omentum. After the separation of these 
adhesions the ovaries were removed. It was at first intended 
to remove the ovaries only, but the oozing that went on from 
the torn surface of the tumour and its tempting pedicle, 
springing from the fundus uteri, led to the removal of 
the tumour also. This was so far fortunate for it presented 
a good example of cystif orm degeneration in a very early 
stage. 

In all these cases the pedicle was kept outside, secured 
at the lower angle of the wound by Koeberle's serre-noeud, 
and supported by two stout pins (specially constructed), 
transfixing the stump transversely just beyond the wire 
loop. 

The serre-noeud is in the form of a small foraseur, with a 
loop of soft, flexible iron wire. At first it is tightened suffi- 
ciently to stop bleeding, and it is usually necessary to give 
the screw an extra turn before putting the patient into bed. 
When the pedicle is very thick bleeding wiU almost certainly 
occur within the first twelve hours, but it is easily controlled 
by one or two turns of the screw. In two cases the bleeding 
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was considerable. After this the loop is tightened from 
time to time, and the stump drops off or is cut away in from 
fourteen to eighteen days. 

In all these cases the patients recovered well, as have done 
all the cases treated similarly (eight in number), while all 
treated by the intra-abdominal method have died from one 
cause or another (four in number). 

Dr. Bantock also exhibited a specimen (in fragments) of 
a very soft fibroid removed per vag, by enucleation from 
a single woman sdt. 54. The case was a very remarkable 
one in several respects. Menstruation began at 18 and con- 
tinued normal up to 21, when vicarious menstruation, through 
the mouth and nose, took its place and continued till the 
menopause at the age of 47. At 51 she had a severe flood- 
ing for several weeks continuously. She entered in succes- 
sion, and after some considerable interval, two of the large 
general hospitals, in both of which the existence of a largo 
fibroid projecting into the vagina was correctly diagnosed. 
In one the subcutaneous use of ergot was fairly tried, but 
with no beneficial result. In neither was any surgical 
treatment either suggested or attempted. Visited in private 
she was suppHed with a large vaginal ring-pessary, of which 
the only appreciable effect was a very copious offensive dis- 
charge. This pessary was removed when first seen, and 
copious vaginal injections were used with the result that the 
smell disappeared, and in due course she entered the hos- 
pital for operation. There was a copious aqueo-sanguine- 
ous discharge, the tumour projected into the vagina, occu- 
pying the anterior lip, and bled freely from digital exami- 
nation. The posterior lip could be felt, thin and membranous, 
stretched across high up behind the mass. An incision 
through the most prominent and accessible portion of the 
tumour was first made to the extent of from two to three 
inches, the edges of the capsule were caught hold of by 
vulsellum forceps, and held firmly, and enucleation effected 
by the finger. No assistance could be obtained by traction 
on the tumour, as, owing to its extreme friability, it gave way 
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directly the instrument was compressed. The maas was 
therefore broken down by the finger and removed piecemeal. 
The cavity was plugged with tampons of cottonwool Eioaked 
in glycerine to which iodine was added, redundant portions 
of the capsule were cut away, and the patient removed to 
bed. A few hours afterwards there was very free bleeding, 
the plugs were removed, iced water injections employed, and 
the plugs re-applied; but it was not till counter-pressure 
over the hypogastrium was applied that the bleeding was 
quite controlled. The patient made a good recovery, 
copious and frequent injections of sulphurous acid serving 
to keep down putrefaction. The fragments of the tumour 
weighed 15 oz. 



CASE OF EXTEA-UTEEINE FOETATION REMOVED 

BY ABDOMINAL SECTION. 

Mr. Knowsley Thornton showed an extra-uterine foeta- 
tion which he had removed an Tuesday, February 28th, at 
the Samaritan Hospital by abdominal section. The patient 
was 29 years of age, and had had one child before 
marriage eight years ago. She had been married two years, 
and had been regular till June, 1881, when she became 
pregnant. She had suffered an unusual amount of pain 
during gestation, and in January of this year had a 
miscarriage. She was then attended by Dr. Hill, of St. 
John^s Wood. Nothing came away but a membrane, and 
Dr. Percy Boulton was called in consultation, and finding a 
doubtful abdominal tumour took her into his ward at the 
Samaritan Hospital. Mr. Thornton was asked to see her, 
and they were in much doubt as to the diagnosis ; but after 
careful examination came to the conclusion that it was pro- 
bably a fibroid of the uterus covered by adherent intestines. 
As the patient was very ill, and anxious that something 
should be done, Dr. Percy Boulton transferred her to Mr* 
Thornton^s care with a view to an exploratory operation j 
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having first by dilatation of the cervix with tents satisfied 
himself that the uterus was of normal size, and was empty. 
The operation was a very difficult one, the tumour being 
completely surrounded by adherent omentum and intestine, 
and having a very close, broad, and fieshy attachment to the 
right angle of the uterus. It was, however, removed, the 
attachment to the uterus being treated like an ovarian 
pedicle. During the separation of adherent intestine a rup- 
ture took place between the upper and lower portions of the 
mass and a withered foetal leg protruded. The tumour was 
found to consist of a small upper portion containing the 
foetus and a larger solid portion closely connected with the 
uterus. The upper portion appeared to be a tubal fcetation, 
and the lower and solid tumour largely composed of blood 
clot, but whether of the ovary, uterus, or tube it was impos- 
sible to say without careful examination. Mr. Thornton 
promised to thoroughly examine the specimen and report 
further to the Society, but he thought it would be of 
interest to the Fellows to see the specimen while fresh. 
The patient on the third day after operation promised well 
for recovery. 



UTEEINB FIBROID. 

Dr. Herman showed fragments of a uterine fibroid which, 
while in process of spontaneous expulsion, had been mistaken 
for placenta. The patient was unmarried, aet. 25. Advice 
was sought on account of foetid vaginal discharge. Exam- 
ination showed the os uteri dilated, and a ragged fibrous 
mass protruding through it. Under the supposition that 
this was placenta its manual removal was attempted, but it 
could not be detached. She was then admitted into the 
London Hospital, under the care of Dr. Herman. An 
attempt was made to enucleate the tumour by means first of 
Thomases ^^ spoon-saw '^ and then with Emmet^s enucleator; 
but there was no distinct capsule, and the attachment of the 
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growth to the uterine wall was so tough and its fibres so 
pliable, that it could not be detached with these instruments. 
Different parts of it were therefore successively seized with 
forceps and cut off as close to the uterine wall as possible, 
and thus the bulk of the tumour was removed. The patient 
recovered well, except for an attack of phlebitis. The tem- 
perature ranged irregularly between 99° and 103° until the 
23rd day after the operation and then became normal. The 
cervix had regained its normal size eighteen days after the 
operation. 



HISTOLOGICAL RESULTS OF LACERATION OF 

THE CERVIX. 

Dr. GrALABiN showed two microscopic sections which he 
thought might be of interest in relation to the paper of the 
evening. They were sections of the flaps removed in two 
cases of Emmet^s operation. In both instances the surface 
looking toward the vagina was shown to be really the 
everted lining mucous membrane of the cervix. In the first 
case laceration had not existed many years, and the appear- 
ance had been that of a fiorid villous erosion. The section 
showed that the viUi were the viUi of the cervical canal 
hypertrophied, but there was no very marked infiammatory 
change. The cylindrical epithelium was almost intact, 
except that at the tips of the villi it appeared to be under- 
going a transition into squamous epithelium, and the tips of 
the villi were also infiltrated with inflammatory cells. In 
the second case the laceration was of many years standing, 
and the appearance had been less villous. The cylindrical 
epithelium here was almost entirely lost, but there were 
patches of ill-formed squamous epithelium between the 
gland orifices. The surface was densely infiltrated with 
infiammatory cells, and the gland orifices appeared to be to 
some extent blocked, and the glands beneath dilated and 
proliferating. 
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NOTES ON TRACHfiLO-RAPHfi, OR EMMET'S 

OPERATION. 

By W. S. Playfaik, M.D., F.R.C.P. 

My object in bringing this operation before the Society 
is not to lay before it any new or original matter, but to 
solicit discussion on a topic which has attracted much 
attention in America and in Germany, but which, strangely 
enough, although it has for years been largely studied else- 
where, has received little or no notice from British gynaeco- 
logists. I think I am justified in making this statement, 
for the discussions of this Society may fairly be taken as 
the measure of the most advanced views on British gynae- 
cology, and Emmet's operation, and the theory of certain 
forms of uterine disease on which it is based, have never yet 
boon before us in any way, nor do I know of any paper on 
the subject in our medical periodicals, or in our gynaeco- 
logical text-books, with the exception of the two recent 
works of Drs. Gralabin and Edis, in which there is a brief 
notice of it, but no estimate of its importance or results 
apparently based on personal experience. 

Considering the amoimt of work devoted to this topic in 
America, and the high, possibly extravagantly high, esti- 
mate formed of the operation by the most eminent American 
gynaecologists, who are always in the van of progress in 
the diseases of women, it is surely not very creditable 
to us that their views should not, at the least, have 
received from us earnest and respectful study. I am 
desirous that whatever conclusion we may arrive at, it should 
no longer be in the power of our American brethren to say, 
as some of them have already said, not without reason, that 
we in this country have persistently refused to study what 
authorities so high as Emmet and Gaillard Thomas, as well 
as many other lesser lights among transatlantic practi- 
tioners, do not hesitate to describe as the greatest improve- 
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ment ever introduced into practical gynaBCology. When 
men of such large experience make a deliberate statement 
of this kind, it seems to me to be a very absurd thing for 
us not to try, at least, to understand what it is that has 
induced them to commit themselves to so strong an expres- 
sion of opinion, and very difficult to believe that there is not 
some foundation in fact for their views. 

So little has this topic been discussed in this country that 
I find that many otherwise well-informed practitioners, who, 
natm'ally enough, in the hurry of busy lives have little time to 
make themselves familiar with foreign medical literature, 
have hardly ever heard of Emmet's operation ; and I trust, 
therefore, that I may be pardoned if I commence by giving 
a very brief outline of the nature of the operation, and the 
views entertained regarding it, before I lay before the Society 
an expression of my own experience in connection with it. 

Beyond any doubt the name that will always be associated 
with the operation of trachelo-raphe is that of Dr. Emmet, 
of New York, who was not only the first to point out that 
the condition which we are generally in the habit of 
describing as inflammatory erosion or ulceration of the 
cervix is, in reality, ectropion of its lining membrane fol- 
lowing laceration of its tissues, but devised and practised 
the operation for its cure. The fact on which the operation 
is based is one beyond any possibility of question. It is, 
perhaps, somewhat humiliating for us to admit that we have 
all been misunderstanding these cases, and it is not very 
easy to convince sceptics of the fact who have not accus- 
tomed themselves to the only method of examination 
by which it can be appreciated. So long as we use the 
ordinary cylindrical speculum only, its extremity impinges 
upon the everted lips of the lacerated cervix, which are 
turned and rolled outwards like the head of a piece of celery, 
and give the impression of an ulcerated surface. If, how- 
ever, we use a duck-billed speculum and a pair of tenacula, 
we can, with the greatest ease, approximate the surfaces of 
the torn cervix, and at once the apparent abrasion disap- 
pears, and the .cervix seems for the moment to be of its 
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usual shape and of an unbroken surface. Whatever theory 
we may form of the importance of this lesion, the fact, first 
pointed out by Emmet, that most cases of supposed abrasion 
are not cases of abrasion at all, is one which any one who 
chooses can readily satisfy himself of if he investigates it 
properly. The duck-billed speculum, as an ordinary aid in 
uterine examination, is, unfortunately, as yet comparatively 
seldom used in this country ; and I do not hesitate to say, 
that the opinion of any one as to the frequency of this lesion 
— I am not now speaking of its importance — ^is worthless 
unless it is based on knowledge gained by the habitual use 
of this method of investigation, since those generally used 
in this country are certain to deceive. Although Emmet 
first performed his operation so long ago as 1862, he did 
not publish his views until February, 1869, and he wrote a 
second, and more important paper, in 1874, and from that 
time his subject began, year by year, to attract more and 
more attention. In America, where it originated, the 
operation is thoroughly established, and I am not concerned 
to deny that it maybe practised with unnecessary frequency, 
and in cases in which it is not legitimately called for, as is 
always happens when any new improvement is warmly advo- 
cated by over-zealous supporters. In Great Britain, as we 
know, it has scarcely been practised at all, but on the Con- 
tinent it has already found several strong advocates, as 
Horwitz, of Copenhagen, Rokitansky, of Vienna, and 
Briesky, of Prague. Dr. Schenck, of St. Louis, who has 
recently published a lengthy paper on this subject, believes 
that European writers have neglected it on account of 
national jealousy. I am not afraid of many of his com- 
patriots being of the same opinion, but the sooner we remove 
any ground for this taunt by giving it dispassionate consi- 
deration the better. 

That the so-called inflammatory abrasion or ulceration is 
an important factor in old-standing cases of uterine disease 
is an established fact, and much of our gynaecological prac- 
tice is based on it ; since we know how, until flexions be- 
came so fashionable, the attention of practitioners was to a 



emmet's opebation. 57 

great extent concentrated upon it, and much of the current 
practice was based on attempts to cure it by caustics, alte- 
rative applications, and the like. I, for one, am fully pre- 
pared to admit that when the uterus exhibits this lesion to 
a marked degree, it is almost invariably in a state of dis- 
ease, and treatment is essential. If, however, it be a fact, 
as Emmet and his followers contend, and, as I believe, a 
little careful study will convince any one who takes the 
trouble to examine in the right way, is really the case, that 
we have mistaken the vast majority of these cases, and that 
the local conditions observed through the speculum really 
consist of ectropion of the lining membrane of the cervix 
associated with laceration, then the logical deduction is 
inevitable, that the proper method of cure is to remove the 
cause, and this can only be done by the operation in ques- 
tion. The real thing for us to decide is whether what I 
have stated is a fact or not, and for myself, having paid of 
late much attention to it, I do not see how it can be con- 
tested. The symptoms, of course, it is needless to describe ; 
they are familiar to all of us, and consist of the usual local 
and general symptoms of uterine disease more or less modi- 
fied, such as bearing-down, backache, leucorrhoeal discharge, 
disorders of menstruation, inability to walk, various reflex 
disturbances, such as headache, digestive derangements, and 
all the protean symptoms which every physician of experi- 
ence knows to be more or less generally associated with 
uterine disease. That these may be greatly relieved, if not 
permanently cured, by suitable treatment, is, I believe, 
admitted by Emmet and his followers. Their contention 
rather is that the injury to the uterus keeps up a state of 
irritation, which renders such amelioration in many instances 
only temporary, that relapse is very apt to occur, and that 
in permanently removing the injury to the cervix we afford 
the patient the best chance of a radical cure. 

Whether this contention is justifiable or not is, I venture 
to think, not to be decided on any a priori reasoning, but by 
actual practical experience ; and only those who have per- 
formed this operation, or witnessed its results, are, I aub- 
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mit, qualified to o£Eer an opinion of any value upon it. My 
own experience is of some interest with regard to this state- 
ment. 

Some eighteen months ago I was in the position in which 
I doubt not many in this room are at this moment. I was 
familiar with the writings of Emmet, Thomas, Goodell, 
Mund6, and others, on trach61o-raphe, but I was very un- 
willing to admit that I had been for years misunderstanding 
my .cases, and I looked upon their statements as exagge- 
rated, and was, in fact, strongly prejudiced against them. 
My attention having been drawn to the subject I got more 
and more into the way of using a duck-billed speculum and 
tenacula, and I was soon forced to the conclusion that the 
facts at least on which the operation was based were accu- 
rate, and that lacerations did in truth exist with a frequency 
little less than the American writers stated. So strong, 
however, were my former views or prejudices that I was not 
induced to try the operation. About this time a patient, 
who had been from time to time under my care, sometimes 
a little better, then bad again, but never permanently well, 
went on a visit to America. There she consulted some one 
who performed trach61o-raph6, and she came back in a few 
months with an apparently virgin cervix, and with all her 
old symptoms perfectly cured, and so they have remained 
ever since. This case was in some sense a revelation to me, 
and I determined to put the matter to the test of practice. 
I accordingly sent to New York for the instruments used by 
Emmet, and I have since performed the operation about 
twenty times, with the result of satisfying myself that there 
is, at least, a large foundation of fact in the views so ably 
propounded by Emmet, and that although the operation may 
at present be rather over estimated in America, it is one of 
great and unquestionable value, which enables us permanently 
to cure many intractable cases, and which is quite sure, ere 
long, to take a prominent place in scientific practice in this 
and in every other country. 

I have no intention of trespassing on the patience of the 
Society by any description of the operation. This would 
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only be repeating what is already fully discussed in tlie 
standard works of Bijamet and Gaillard Thomas, which will 
naturally be consulted by those who intend to try it, my 
present object being not at all to write a paper on a subject 
already fully treated of elsewhere, but rather to bring the 
matter before the Society, to elicit the opinion of the Fellows 
upon it, and to endeavour in some degree to relieve British 
gynaecologists from the stigma of neglecting what is stated, 
on high authority, to be a great advance in practice. I may 
say, however, that I do not think that the operation is by 
any means an easy one to perform well ; on the contrary, I 
believe that it requires a considerable amount of surgical 
skill to perform in such a manner as to yield really good 
results. It is certainly, so far as my experience goes, per- 
fectly safe, but I should say that it was less easy, for 
example, than perineo-raphe, partly on accoimt of the diffi- 
culty of sufficiently vivifying the edges of the lacerated 
cervix, and more so in the passing of the wires by which 
they are to be held in apposition, which in the tough cervix, 
situated in the narrow vaginal canal, is often far from a 
simple process. The fact, therefore, that the operation 
requires considerable trouble, both in preparing the patient 
and in its performance, will always, I apprehend, suffice to 
prevent it being unnecessarily performed, and any fear that 
may exist on this score may be discarded as groundless. I 
am perfectly satisfied, moreover, that there are many very 
marked and characteristic examples of lacerated cervix 
which produce no symptoms whatever, and in which no kind 
of surgical interference is allowable. Of this I entertain no 
doubt whatever. When I first began to study this question 
I carefully noted every case of lacerated cervix that came 
under my observation, and I know of several most extensive 
lacerations in which the surfaces were quite cicatrised, and 
which lead to no injurious effect of any kind. To subject 
such cases to a difficult and complicated operation would be a 
most glaring evil. It is not, I believe, the existence of a 
laceration that is the proper ground for operation, but the 
fact of its being associated with ectropion of the lining 
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membrane of the cervix and other signs of local uterine dis- 
ease. This is a fact which I think many of the more ardent 
supporters of the operation in America are apt to overlook, 
some, indeed, going the length of maintaining that all 
lacerations should be dealt with for the purpose of avoiding 
future possible mischief. 

Briesky, Emmet, and others contend that epithelioma of 
the cervix always commences on the unhealed surface of a 
laceration, and that this risk is of itself a reason for opera- 
tion. On this I offer no opinion, but I am tempted to relate 
a curious fact — ^which, however, may be only a coincidence — 
which came under my own observation some eighteen months 
ago. When I was thinking over the matter a good deal, 
and before I had ever operated, I saw a patient with my 
friend Mr. Bezley Thorne, who had, amongst other local 
states, one of the most distinct unilateral lacerations I ever 
saw. I pointed this out at the time of our consultation, 
remarking, that if this patient had been in America she 
would certainly have been operated on. I heard no more 
of this case until May of this year, when I was again asked 
to see the patient, on account of some recent metrorrhagia, 
and on examination, I found the portion of the cervix where 
the laceration had been situated, occupied by a mass of epi- 
thelioma as large as a turkey's egg. This I excised, cauter- 
ising the base of the tumour with chloride of zinc, and with 
a very favorable result, there being as yet no appearance 
whatever of the recurrence of the disease. In reference to 
the theory I have mentioned, this case is certainly curious. 
Had I seen it with my present knowledge I would probably 
have performed trachelo-raphe, since the case was one which 
in other respects fully justified it, and might thus possibly 
have saved the patient a great risk. 

It would serve no good purpose to lengthen this communi- 
cation by the narration of cases. I will only, very briefly, 
record one which will serve to illustrate the kind of case 
in which the operation is likely to prove of use. 

Some five or six years ago a lady, aet. 25, came under my 
care. Since her last confinement she had suffered much 
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from uterine symptoms, chiefly pain and bearing down, 
which confined her more or less constantly to her sofa, pro- 
fuse leucorrhceal discharge, and abundant menstruation. I 
found the uterus large, excessively tender to the touch, 
retro-flexed, and obviously sub-involuted. The cervix was 
greatly hypertrophie_d, and covered with florid granular 
erosion. The uterus was so sensitive that no pessary could 
be borne, and her general health, in consequence of the 
monorrhagia and the constant confinement to the house, 
was very bad. Until May of this year this lady was con- 
stantly under my care, and I exhausted every known means 
for her relief, but with no permanent benefit. By regular 
intra-uterine medication with carbolic acid the catarrhal 
discharge was from time to time lessened, and for the last 
year or more, under the use of hot water vaginal irriga- 
tions, the tenderness of the uterus was so far diminished 
that it was possible to adjust a Hodge to support the heavy 
retro-verted fundus ; but the relief was only temporary, the 
monorrhagia continuing unabated, although I twice applied 
nitric acid to the uterine cavity, and at the end of this long 
attendance the patient was practically little better than at 
the beginning. She was still quite unable to walk more than 
a few hundred yards, and was in every respect a confirmed 
invalid. 

As soon as my attention was specially directed to 
Emmet^s operation, I recognised the fact that this patient 
was the subject of a very marked bi-lateral laceration of 
the cervix, with hyperplasia of its tissues, and eversion of 
its lining membrane, which gave it the appearance of being 
covered with granular erosion. By means of tenacula its 
sides could easily be brought into apposition, and the appear- 
ance of the healthy cervix restored. It was long, however, 
before I determined to operate on this case, which I did 
early in May of this year, with a perfectly successful result. 
From the moment the patient recovered all her symptoms 
began to disappear. Six months have since elapsed and 
she is now as well as she ever was, the retroversion has 
spontaneously disappeared, the cervix, seen through the 



62 EMMET^S OPERATION. 

speculum, is smooth and healthy, there is no leucorrhoeal 
discharge, and the periods are now perfectly regular as to 
duration and quantity. As to the effects on the general 
health all I need say is, that this lady, who for many years 
had been unable to take the slightest exertion, spent six 
weeks in autumn travelling about Switzerland, and only 
the other day she walked to my house from Bayswater 
and back again. Now I may fairly claim this as a really 
perfect illustrative case. It is not often that one has the 
opportunity of watching a case through so long a period, 
since most women would long since have lost patience and 
gone elsewhere. I may fairly say that there was 
nothing I could think of to do this patient good that I had 
not tried, and in vain ; but almost at once, after repairing 
the injured cervix, she regained health and strength, and 
remains perfectly cured. I could easily relate several other 
examples of the same kind, but I think this one will suflGioe. 
Curiously enough on the very afternoon of the evening on 
which I write this I chanced to meet in a railway carriage 
a patient of Mr. Tait, of Highbury, on whom I operated some 
months ago, of whom I had not heard since the day I 
removed the sutures. I was struck by her improved appear- 
ance, and she told me that ever since the operation she had 
been perfectly well, all her old symptoms having disap- 
peared, and that she had not felt so strong and healthy for 
years. 

I make no attempt to enter into many interesting points 
in connection with this subject which are well worthy of 
study, such as the causation and prevention of laceration 
during labour, the relative frequency of the lesion, the 
effects of the operation on subsequent labours, &c. ; all 
these will be found fully discussed in the many interest- 
ing monographs pubHshed in America. 

I make no pretension to writing an exhaustive paper. 
My sole object being to throw together such brief notes as 
may raise a discussion, and to direct the attention of the 
Society to a subject which has been strangely neglected in 
this country. I can quite understand that many of oui* 
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Fellows will find it very diiBBlcult to admit that for years 
they have been overlooking an important lesion, capable of 
a rapid and satisfactory cure. That is only natural. I am 
quite prepared, moreover, to hear the usual facetious argu- 
ment against the operation, that for years gynaecologists 
have been in the habit of cutting open the cervix, and that 
it is unreasonable to ask them all of a sudden to undo 
their work and sew it up. On this it is only needful to 
say that there is a marked and obvious distinction between 
the efEects of an incision in a nulliparous cervix for a 
definite congenital malformation, and of a traumatic lacera- 
tion in a gravid uterus in which involution has to take 
place. I have never been a great advocate for incising the 
cervix, which is an operation I do not very often perform ; 
but certainly nothing that I know of Emmet^s operation 
will induce me to perform it at all less frequently than I 
have hitherto been in the habit of doing. 
. My own conclusions may be briefly summed up in the 
statement that, although there are a large number of 
cervical lacerations which produce no effect whatever, and, 
having healed, call for no treatment, there are a considerable 
number which give rise to much irritation of the uterus, 
which lead to important secondary results, and that these 
cases are often rapidly and permanently cured by this 
operation, for the introduction of which we owe Dr. Emmet 
a debt of gratitude, and with which his name will always 
be associated. 

Dr. Savage said that Dr. Playfair proceeded on principles 
directly opposed to those of Emmet. Emmet insists on a rule, 
without exception, that his operation should not be performed 
when the cervix is diseased, or if so, n6t until every sign of 
disease and threatening pelvic mischief is removed. The Ameri- 
can school profess to believe that every disease (none excluded) 
incidental to the uterus may be, and generally is, the direct conse- 
quence of a cerrical laceration. The English school disbelieves 
this on good grounds, so whilst in this state of mind Emmet's 
operation will find in it but little favour. The models and prints 
illustrating the diseases alluded to in Dr. Playfair's paper may be 
seen in their entirety through an ordinary Fergusson's speculum, 
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to apply to them Emmet's operation, admittedly not seldom 
followed by pelvic mischief, would be an act of folly in extreme. 
Entropion, not ectropion, according to Dr. Emmet is the com- 
mon result of the lacerations he means. The English school 
knows very well that all uterine disorders may be associated with 
a round mouth cervix, and the dubious advantage over a wide 
mouth cervix attending the former state will not warrant the 
operation. 

Dr. Hebman said he had performed this operation in eight 
cases. AH professed themselves benefited at the time they left 
the hospital. The subsequent history of two of them he did not 
know. Three were complicated with other conditions, and there- 
fore correct inferences could not be drawn from them. Of the 
other three, one suflPered from severe backache. The operation 
was a failure so far as repairing the laceration was concerned, 
for no union took place ; but the patient said her backache was 
removed, and continued to think herself well many months after- 
wards. Another was a case of subinvolution and chronic metritis, 
with a lacerated and thickened cervix. All eversion was removed 
by the operation, and the patient left the hospital saying that 
she was quite well. Three or four months later all her symptoms 
had returned. In the remaining case the prominent symptoms 
were haemorrhage and leucorrhoea. The operation removed ever- 
sion, and the symptoms diminished while the patient was in the 
hospital. The haemorrhage returned after leaving the hospital, 
but not the leucorrhoea. He believed the operation had put a stop 
to the cervical discharge. In ncme of his cases had there been 
any bad results. The American literature on the subject was to 
his mind somewhat imsatisfactory, because it consisted mostly 
of general statements. Very few writers had published cases, 
and the few published cases were mostly complicated ones, in 
which several morbid conditions co-existed. He thought benefit 
had sometimes been attributed to this operation which was really 
due to the cure of other concomitant morbid conditions. 

Dr. Peiestlby said he quite concurred in thinking that Dr. 
Playfair had rendered a service to the Society and to gynseco- 
Ic^sts in this country by bringing the subject of trachelorraphy 
before their notice, and for the moderate way in which he had 
treated it. He was one of those who were quite prepared to 
believe that Dr. Emmet, with whom the opemtion originated, 
had made a useful contribution to gynaecological knowledge, 
and that his procedure would aid materially in curing some very 
troublesome cases if properly selected. His experience of the 
operation was as yet very small, as it was limited to two or three 
cases, but with his present knowledge he could look back in 
recollection to more than one instance in which chronic inflam- 
mation of the OS uteri with endocervicitis was combined with an 
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old laceration of the cervix, and which obstinately resisted the 
usual methods of cure. These cases would probably have been 
readily cured by the operation of Dr. Emmet. Dr. Playf air had 
alluded to the prejudice which was likely to be raised in this 
country against the operation under discussion, because it was 
new and because its value was not yet appreciated. Dr. Priestley 
thought, on the other hand, that a note of warning should be 
sounded lest it should be performed with undue frequency, and 
in cases where a less severe method would effect the cure. In 
a number of the coloured drawings sent round there was no 
evidence of laceration at all, they were simply illustrations of 
ordinary granular inflammation of the cervix ; and he believed 
Dr. Playfair was not prepared to deny that even ectropion might 
take place when there was no laceration of the cervix. Ectropion 
and granular inflammation of the os uteri, when associated with 
the minor degrees of laceration, he had not found nearly so diffi- 
cult to cure as cases of endocervicitis in the nulliparous uterus. 
He did not go so far as Prof. Scanzoni, who averred that he had 
never yet absolutely cured a case of this kind. He believed 
cases of this kind were now frequently cured, but they were 
nevertheless very obstinate. He could not agree in thinking 
that severe lacerations of the cervix, attended with distressing 
symptoms, were so frequent as they were represented to be by 
some writers. He had certainly had abundant opportunities of 
making examinations extending over many years, and ke had not 
neglected the use of the " duck-bill " speculum ; but unless he 
was anxious to magnify every minor fissure into a serious rent 
he had not often found them, and he believed that the operation 
was only required in exceptional cases. That there had been an 
exaggerate4 importance attached to fissures of the cervix, and 
an undue tendency to operate upon them, was evident from the 
papers and addresses of American confreres. Dr. Gaillard 
Thomas's name had been so frequently alluded to in the paper 
and discussion as one who approved the operation, that with the 
permission of the Society he would read a word of warning on 
this point from his '' Annual Address " to the American Gyne- 
cological Society. After speaking of Emmet's operation as bene- 
ficial in its results, and an excellent conservative procedure, he 
says, "Slight lacerations of the cervix have been an inherent 
p£u*t of the natural process by which man comes into the world, 
ever since the sons of Eve were born, and probably will continue 
to be so until the last woman performs her painful function. 
Just at present a species of surgical corollary seems to threaten 
humanity in the stitching up of every cervix which goes through 
this painful but necessary process ! If men are still to be bom 
into the world so commonly, and if every man of the future is 
to inflict upon her who bears him, of necessity, a surgical opera- 
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tion, then will a new field of industry have opened before the 
enraptured gaze of the ^jeunesse dorSe* of future surgery! 
Then will the song of England's humorous poet, * Stitch, stitch, 
stitch,' apply to human flesh as well as to baser material." Dr. 
Priestley pointed out that the operation of trachelo-raph6 was 
both painful and difficult to perform, and records of American 
journals showed it was sometimes dangerous and produced fatal 
results. He hoped, therefore, that while Emmet's operation was 
accepted in this country as a useful addition to the methods 
for curing some forms of uterine ailment, that it would take its 
true and scientific place — that it would not be performed with 
imneceRsary frequency — only, indeed, when less severe methods 
were inefficient, and that it would not become a further addition 
to the unnecessary torments inflicted on the long- suffering human 
uterus. 

Dr. Wynn Williams thought the Fellows of the Society were 
greatly indebted to the author of the paper for the very moderate 
manner in which he had placed the subjects before them, never- 
theless he could not quite agree with him as to the simplicity of 
the operation and the risks which would appear not unfrequently 
to follow, as in the American journals no less than seven cases 
of death have been recorded, and numerous instances of metritis 
and perimetritis. Moreover, he could not believe, in this country 
at least, that there occurred many cases where surgical inter- 
ference was required. He (Dr. Wynn Williams) had been on 
the look-out for such cases ever since the operation was first 
mooted, and only in one instance had he met with a case where 
he considered the operation necessary, and this only very recently, 
and it certainly was a very severe case, as on the left side the 
uterus was lacerated right up to where the mucous membrane 
covering the uterus was reflected on to the vaginal wall, extending 
fully an inch, whilst on the right side it was torn fully half an 
inch. The patient had been delivered with instruments two years 
ago and had sufEered from all the symptoms already described 
by the author, and was unable to move about with any degree of 
comfort. After paring the edges of the laceration, two sutures 
were inserted on the right side and three on the left. The patient 
is still in the hospital, and of course it is too early to say what 
will be the result of the operation ; but, on examination, it was 
ascertained that two sutures on the left side and the two on the 
right side had so far answered their purpose as the laceration 
between appeared to be closed, the third, on the left side, had 
torn out, but there was now no eversion of the lining membrane 
of the cervix uteri. It should be borne in mind that all eversions 
are not due to laceration, as he had seen a case this week where 
it was found necessary to remove two small polypi from within 
the canal of the cervix, the os uteri being fully an inch in width, 
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and the lining membrane greatly everted. In conclusion, lie 
believed that British gynaecologists would meet with but few 
instances of laceration of the os uteri that could not be remedied 
without having recourse to the knife as compared with our 
American confreres. The cases in this country must be few and 
far between. 

Dr. Bantock said that while he believed there was a certain 
field for this operation, he could not but think that the import- 
ance of the subject was exaggerated, both as to the efEects of 
laceration and the necessity for operation. He had long been 
on the look-out for a suitable case for operation, and about 
fourteen months ago he thought he had met with such a case. 
He had the benefit of the counsel and advice of a very intelligent 
American practitioner, who had not only seen the operation per- 
formed many times and by difEerent hands, but had himself 
done it. The patient was a woman, set. 30, who, after the fourth 
pregnancy, had sufEeredfrom dysmenorrhcea, menorrhagia,leucor. 
rhoea, and constant bearing down, for which she had been treated 
in the country without any benefit. There was distinct bilateral 
laceration, the exposed and everted cervical mucous membrane 
was excoriated, and a copious muco-purulent discharge issued 
from the os. The cervix was enlarged and the uterus generally 
subinvoluted, with marked congestion. His friend confirmed the 
speaker in his opinion that preliminary treatment was necessary, 
and accordingly after a thorough examination had been made in 
the orthodox way, a small quantity of blood was drawn from the 
cervix by several punctures, iodine was applied, and a glycerine 
tampon was left in the vagina. After the removal of the plug the 
hot douche was employed twice daily. In two or three days the 
patient was found complaining of pain in the sacral region, and 
on examination a small swelling was found behind and on one 
side of the cervix, but whether inflammatory or sanguineous could 
not be affirmed. The patient was kept quiet in bed, and, in 
addition to suitable constitutional treatment, the hot douche was 
used twice a day. In the course of about six weeks the swelling 
had disappeared, the cervix had returned to its normal size, the 
lips were no longer everted, the leucorrhoea ceased, and the 
patient's second period assumed a more healthy character. After 
a fortnight's stay at a convalescent home the patient returned 
home in very good health. The proof of this was to be found 
in the testimony of her husband, who was f uU of gratitude for 
the benefit received by his wife, in her ability to discharge her 
household duties, and most of all, in the fact that she has very 
recently given birth to another child and is now quite welL H!e 
was therefore bound to believe that there was some exaggera- 
tion in the statements of some of our American brethren as to 
the necessity for this operation, and he could not refrain from 
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quoting from a very interesting paper by Dr. Gk)odell, in the 
«fanuary number of the * American Journal of Obstetrics,' on 113 
cases of this operation. Dr. Goodell, while claiming credit for 
the absence of a single death, said : '' Of the beneficial results of 
tracheloraphy, I must candidly admit that I am not now so 
sanguine as at first. Cases have disappointed me ; but then, on 
the other hand, I have, undoubtedly, operated on some cases 
unnecessarily. The broad rule may be laid down that when 
marked ectropion exists, associated with enlarged Nabothian 
glands, with leucorrhoea and monorrhagia, the issue of the opera* 
tion will be a happy one. In such cases I have had capital 
results. . . . . When, however, I have operated on a tear 
without ectropion, or merely on account of cicatricial tissue in 
the angles of the fissure, I have met with sonie bitter disappoint- 
ments. But I now know better when to operate ; and this fact 
I have learned, that nervous exhaustion and spinal irritation 
will evoke symptoms which others, as well as myself, have 
referred to slight cervical tears, but which are in no wise dependent 
on these lesions." 

Dr. MuBBAY called attention to a case of death reported in 
the * American Journal of Obstetrics * for October. Operating 
when there was a suspicion of malignant disease appeared to him 
a curious idea. He could not remember of any cases of his, past 
or present, in which this operation would have been justifiable. 
By using the duck-bill speculum the posterior vaginal wall 
becomes much distended and draws down the os uteri, thus 
magnifying very greatly any little tear that might exist. 
Diagnosis could more fairly be made by using Fergusson's. 
speculum. 

Dr. Hetwood Smith said that the subject brought before the 
notice of the Society was of great importance, not because it was 
a mere question of whether this or that operation should be per- 
formed or not, but because it involved the question of the right 
pathology in a given lesion, and of a correct diagnosis. The 
subject had been introduced to the profession in England recently 
in the discussion on Dr. Henry Bennett's paper read before the 
Medical Congress last year, and reported in the fourth volume of 
the ' Transactions.' Dr. Bennett then maintained that many of 
the symptoms referred to as due to laceration of the cervix uteri 
were really due to induration following chronic cervicitis, which 
Thomas called areolar hyperplasia. Dr. Bennett had lived to 
see his treatment, which was at first severely criticised, success- 
fully carried out, and acknowledged to be founded upon correct 
pathology. In the discussion on that paper. Dr. Playfair advo- 
cated with considerable confidence Dr. Emmet's operation, and 
he was followed by several well-known American gynsecologists. 
Dr. Goodell, of Philadelphia, maintained that caustics did not 
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care ectropion, but Dr. H. Smith stated tliat many cases existed 
of ectropion that were not referable to fissure of the cervix but 
to the condition that arose from chronic cervicitis. He agreed 
with the statement quoted by Dr. Priestly that every parturient 
woman had some slight fissure of the cervix ; for in all cases the 
nulliparous os, originally circular, was by parturition changed 
into a transverse slit, producing an anterior and posterior lip. 
In cases where chronic cervicitis followed parturition, there was 
also a condition of subinvolution and a proliferation of the con- 
nective tissue of the cervix. . This condition, if it became exten- 
sive, producied an indurated bulging nodule in one or both lips, 
which, increasing, led to unavoidable ectropion by the natural 
pressure of the lips on each other. This condition could easily 
be cured by destroying the induration by means of potassa fusa, 
or by Paquelin's cautery at a white heat, or by puncturing the 
induration with a sharp white hot point. In these cases the 
cervix contracted and was eventually restored to a perfectly 
healthy condition. When, however, a deep fissure existed this 
state also led to subinvolution, for doubtless the lesion of the 
vessels and lymphatics of the cervix interfered with proper in- 
volution, and led to the same indurated deposit or areolar hyper- 
plasia. In operating on these cases of fissure, Emmet laid it down 
as necessary that a tract of tissue should be left in the centre of 
the mass unvivified in order to form the new cervical canal ; but 
in the cases above referred to, where a large, hard nodule existed, 
it was necessary to excise the whole of the hard tissue, and so it 
became imperative to maintain a patient cured by the passage of 
a thick sound during the healing process. He wished to draw 
attention to Dr. Goodell's observations that cancer often followed 
upon the condition of red, raw, irritable surface that usually 
existed in these cases of fissured cervix. But Dr. H, Smith 
contended that it was highly erroneous to call these cases of 
" ulceration." They were more allied to the so-called eczema of 
the nipple and areola, that, as had been shown by Dr. Thin and 
Mr. Butlin, eventuated in deep cancer of the mamma. This con- 
dition of malignant papillary dermatitis seemed to him strictly 
analogous to this condition of the cervix uteri, and for this 
reason, especially where there was an hereditary history of cancer, 
it became of the greatest importance entirely to destroy such 
growth. Dr. Nelson, of Chicago, had insisted, at the Congress, 
on the importance of operating immediately after labour; but 
he (Dr. H. Smith) would ask the Fellows if they had had any 
experience of such cases, as it must be obvious to all that there 
were considerable practical difficulties to performing the tedious 
operation of suturing the cervix after a labour when the woman 
should be kept quiet and free from all disturbing influences. 
Dr. Fallen, of New York, had referred to the benefit of operating 
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with the potassa fusa, and Dr. H. Smith would only say that for 
thirty years that treatment had proved eminently successful at 
the Hospital for Women. Dr. H. Smith was entirely in accord 
with Dr. Playfair in his urging a fair trial of the operation, and 
regretted that Englishmen were so slow to take up new things^ 
teste the electric light and the telephone. He would state that 
the operation had been frequently performed at the Hospital 
for Women with success, both as to the reparation of the lesion 
and as to the relief of the symptoms. Dr. Savage had evidently 
misread Dr. Thomas's statement, which was that the operation 
was contra-indicated in those cases where parametritic inflam. 
mation had existed, and not where the inflammation was situated 
only in the cervix. The President was logically in error when 
he referred to one set of operators as slitting up the cervix and 
others stitching it up, asbeiBga^et^ d^ esprit — ^the two operations 
were undertaken for entirely different diseases. 

Dr. Fancoubt Babnes drew attention to a sentence in Dr. 
Playfair's paper, in which it was stated that Drs. Edis and 
Galabin were the only British authors who had as yet described 
Emmet's operation in their text-books on midwifery. This was 
not so. In the second edition of Dr. B. Barnes' work on ' Diseases 
of Women,' published in 1878, the operation of Emmet was 
fuUy described, and Dr. Barnes therewith states that he had 
several times successfully performed the operation himself. Dr. 
Fancourt Barnes first saw the operation performed five years ago 
in a case in which there was bilateral laceration of the cervix 
with ectropion and enlai'gement of the Nabothian glands. In 
his opinion it was in this kind of case and this kind alone that 
the operation was necessary. Where there was only unilateral 
laceration, the parenchymatous thickening of the cervix could 
be more readily dispersed by ignipuncture with Paquelin's 
cautery than by resorting to such a difficult operation as Emmet's 
really was. He remarked that Goodell had done the operation 
113 times without a death and with only two instances of peri- 
metritis following. 

Dr. Cabteb had had some slight experience of the operation, 
having performed it six times. He had selected the most severe 
cases, where the cervix was lacerated on both sides and to the 
vaginal insertion, and where there was great ectropion and granu- 
lation of the mucous membrane. The patients had done well, 
four of the cases had been seen several times since the operation, 
three to four months previously, and they had expressed the 
great benefit they had received from the operation, the cervix 
uteri presented almost a virginal appearance. Dr. Carter thought 
laceration of the cervix to a slight extent very common, but cases 
requiring this operation were not so frequently met with. He 
had seen very severe lacerations on which he would not think 
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of operating, as there was no ectropion or granulations to anj 
marked degree. He had been struck with the number of cases 
of lacerated cervix complicated with displacement of one or both 
ovaries. Two of his cases were thus complicated^ and in one the 
ovaries being still misplaced gave rise to great pain, &c., so that 
the benefit from the operation was not so apparent. 

Mr. Knowslby Thobnton wished to call attention to one 
point which seemed of considerable interest in relation to epithe- 
lioma of the cervix. Eemembering the common situations 
attacked by epithelioma in other parts of the body, and the fre- 
quency with which its appearance could be traced to local irri- 
tations, it seemed not unlikely that fissure of the cervix with 
eversion of the mucous membrane might be a predisposing agent 
in the production of the disease in this situation ; and if it could 
be proved that this was the case, and that Emmet's operation 
prevented it, a most important field for the operation existed, 
and one in which all surgeons would gladly avail themselves of 
its aid in fighting this terrible scourge. It appeared to him that 
a careful examination of the parts removed, such as had been 
made by Dr. G-alabin, might aid in settling this point. If he 
understood Dr. Galabin correctly, the villous processes were 
found normal in the case of recent fissure, but deprived of their 
epitheHum by the friction to which they had been subjected in 
the case of longer standing. A process which would rub off and 
destroy the epithelium in one patient might in another predis- 
posed to malignant disease produce epithelioma. It would 
obviously be a very difficult matter to obtain any reliable evi- 
dence on this point, but attention once generally directed to the 
matter, a sufficient number of carefully observed cases might be 
collected to settle it. 

Dr. Edis fully concurred in Mr. Thornton's remarks as to the 
predisposition to malignant degeneration in cases where the 
cervix had been severely lacerated. Modern researches seemed 
to point to the probability of this injury being not infrequently 
followed by epithelioma. If these were confirmed by future 
observers, there was unquestionably scope for Emmet's operation, 
which was apparently condemned most by those who knew least 
about it. 

The Peesidbnt could not concur with a view which had found 
expression, that tracheloraphy was one of the greatest advances 
of modem gynaecology. It might turn out to be an advance, 
but, compared with such triumphs of laparotomy as Mr. Bantock 
and Mr. Thornton had exhibited in the specimens laid before the 
Society that evening, and admitting all that was said for it by its 
enthusiastic promoters, tracheloraphy was a small affair. He 
was not in accord, meantime at least, with the paper which had 
been read. A split condition of the cervix was said to be 
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attended with protean symptoms and disorders. Not long ago 
ulceration held this place in producing the protean disorders, 
then displacement, and now uie conditions for tracheloraphj. 
He did not believe this, regarding all three as minor disorders, 
whose cure or attempted cure was often the worst part of them. 
Thousands of women were there with ulcerations, displacements, 
and split cenrixes, to attest the utter insignificance, in a vast 
number of cases, of such lesions in themselves. The protean 
disorders were accompaniments not consequences, in most cases, 
but the cure of the lesions supposed to cause them might, never- 
theless, be a valuable service to patients. Again, ectropion was 
misrepresented. If a special speculum and special manipu- 
lation, with tenacula or otherwise, were required to show an 
ectropion, then that was an artificial ectropion produced by the 
physician, not an ectropion that was there before he began his 
demonstration. Every speculum tended to produce ectropion, 
to show the inside of the cervix. He did not regard the pro- 
fession as having hitherto mistaken ectropion for so-called 
ulceration. In the models placed on the table as of ectropion, 
there was no such condition, but old-fashioned so-called ulcera- 
tion. Ectropion was a condition easy to discover and diagnose. 
No doubt you had often to produce artificially ectropion in order 
to see the inflamed or catarrhal interior. Such cases, whether 
with or without ectropion, were generally, almost invariably, 
easily cured by old plans, and in cases with hypertrophy a good 
old plan was the well-known use of caustic potass. This caustic 
took out a bit of the cervix, as Emmet's operation did, and he 
believed that if the lacerations were disregarded in the Emmet 
cases, and a new one made by cutting out a bit of the cervix, 
the cures would follow just as well as after tracheloraphy. The 
reference to the historical fact that while a few years ago gynse- 
cologists were busy splitting the cervix and keeping the wounds 
from healing as a curative measure in many cases, now they were 
sewing up the cervix, was passed over as " mere facetiousness," 
or a "^eit cf esprit ;*' but he was sure that it was much more, that 
it was weighty with strong presumptions against both proceed- 
ings as generally practised. For his own part he regarded 
tracheloraphy as evh judice, and he was not impressed in its 
favour by what he had heard. The best contribution to the 
subject laid before the Society that evening was the eight cases 
of Dr. Herman, and they were not encouraging to trachelo- 
raphists. He had not done tracheloraphy, but he had seen the 
most exaggerated lacerations of the cervix interfere in no degree 
with health, comfort, or fertility, and he knew of two cases 
which were now in enjoyment of good health for whom he had 
discommended tracheloraphy, and it was not done. 
Dr. Platfais said that the discussion on his paper had been 
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yery mucli wliat he anticipated. The subject had been so little 
studied in this countrj that it was not to be expected that the 
Fellows could contribute much information from their own per- 
sonal knowledge, and to many of his criticisms he might fairly 
take exception on the grounds stated in his paper, viz. that they 
were made by those who had no personal knowledge of the treat- 
ment, who had never either performed trach^o-raph^ or seen a 
case, and who, consequently, could only speak from theory, very 
often from theory which was deeply tainted by prejudice. He 
should make no attempt to reply in detail to the various speakers. 
Dr. Savage made one of his usual caustic and amusing speeches. 
The only point of it he should criticise was that in which he 
said that both. Drs. Thomas and Emmet recommended that 
trach^o-raph^ should never be' performed except on a healthy 
cervix. • Now, he (Dr. Playfair) had very carefully studied their 
writings, and he should be inclined to think that Dr. Savage 
must have evolved this out of his own inner consciousness ; for if 
there was one thing above all others they thought, it was that 
trachelo-raph^ was only adapted for cases in which the cervix 
was in a morbid state. Dr. Priestley had read an amusing 
extract from Dr. Thomas, warning his hearers from resorting 
too frequently to this operation, a warning which was certainly 
required in America. Like many such extracts, however, it had 
been divorced from its context, and Dr. Priestley had forgot to 
say that Dr. Thomas thought so highly of the operation in 
suitable cases that he it was who described it as the greatest 
improvement in modem gynaecology. Dr. Matthews Duncan had 
very severely criticised the operation. He (Dr. Playfair) wished 
to speak of him with all the respect due to his pre-eminent 
position as a scientific obstetrician, but it were impossible not to 
see that Dr. Duncan was deeply prejudiced against the operation, 
which he confessed he had never seen nor practised, and moreover, 
it was quite obvious that he had not yet made himself familiar 
with the use of the duck-bill speculum and tenacula, by means of 
which alone these lacerations could be discovered. This is quite 
clear, for he spoke of the duck-bill speculum producing ectropion, 
and the tenacula separating the lips of the cervix. Now, a duck« 
bill speculum never, under any conceivable circumstances, could 
do what Dr. Duncan proposed, since its sole action is to draw back 
the posterior vaginal wall, while the tenacula are used not to 
separate, but to draw together the lacerated lips of the cervix. 
He did not doubt that when Dr. Duncan took the trouble really 
to study the subject fairly and impartially, he would alter his 
opinion upon it. Beyond doubt the operation could not claim 
to be of the same brilliant character as those which had pro- 
duced the specimens on the table to which Dr. Duncan compared 
it, no one had ever spoken of it in such terms, but there were 
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hundreds of women wlio led a life of daily and hourly suffering, 
incapacitating from all enjoyments, and making their homes 
miserable, who had no such tumours to explain their illness. If 
by such an operation as this, comparatively slight though it was, 
some of these unhappy cases could be cured, then, he thought, 
the operation might be fairly called a gr^t improvement in 
gynsecology, even though there were nothing like Shylock's pound 
of flesh to show as its result. 



APRIL 5th, 1882. 

J. Matthews Duncan, M.D., F.R.S. Edin., President, in the 

Chair. 

Present— 43 Fellows and 5 visitors. 

Books were presented by Drs. Greorge and F. E. Hoggan, 
Dr. H. W. Acland, Dr. A. Jacobi, the Society des Sciences 
Medicales de Lyon, and Professor P. Macari. 

• 

James Robertson Crease, F.R.C.S. Edin. (South Shields); 
Upendra Krishma Dutt, L.R.C.P. Edin. (Dublin) ; and 
George Snell, L.R.C.P. Edin. (Berbice) ; were declared 
admitted Fellows. 

The following were proposed for election : — Charles 
Percy Barlee Clubbe, L.R.C.P. Lond. ; Frederick William 
Coates, M.D. Edin. (Salisbury) ; William Richard Dambrill- 
Davies, M.R.C.S. (Sandbach); Robert James Hutton, 
L.R.C.P. Edin; Henry James Leonard, M.B. Dub.; W. A. 
Meredith, M.B. ; Louis Parkes, M.B.; Frederick Henry 
Spooner, M.D. ; Charles Grove Young, M.D. 



FCETAL MONSTROSITY. 

Db. Routh showed for Dr. Oswald a specimen of foetal 
monstrosity. 

K. F — , aet. 26, servant, was admitted into the Lambeth 
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Infirmary February 20th, being in labour pains with first 
child. 

At 7 a.m. (21st) I was called to the case. On examina- 
tion found the intestines of child presenting, with a mem- 
brane leading to the head, high up, and attached to head. 
As patient complained of very much pain gave her half 
drachm of Liq. Morphiaa. Called again at 8 30, child just 
born, intestines first, shoulders, legs, and then head. Child 
(female) appears to be nearly full time. The first peculiarity 
is the absence of part of abdominal wall exposing liver and 
intestines. A membrane attached to cord and adjoining 
free edge of abdomen is attached at other end to membrane 
of brain where parietal suture ought to be. The bones of 
vertex are not present, and the brain is exposed in centre of 
forehead. The right nostril and portion of lip are slit, 
giving the appearance of harelip. There is also angular 
curvature of spine. 

The woman was under observation in this Infirmary from 
December 21st to 31st on account of a strangeness of 
manner which still continues, though she can hardly be put 
down as insane. She believes the child to be an eight 
months one, and states that she fell down some steps in 
December, 1 881, and after that had pains as if a knife was 
drawn across the stomach. Could not sleep well and had to 
get up often to walk about. She states now, a fortnight 
after confinement, that she feels as if a hand were moving in 
her inside and grasping her and causing her pain. Cannot 
find any history of insanity in family. 

The Pbbsident would refer Dr. Oswald and Dr. Kouth to the 
last number of the * Edinburgh Medical Journal ' for a closely 
analogous case of Professor Simpson. He was especially 
interested in the identity of the f cetal attitude in the two cases, 
the body being bent laterally backwards, the bending being on 
the lumbar spine, a very rare condition in utero. 
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OVARIAN TUMOUR. 

Db, John Williams showed a specimen of ovarian tumour, 
and said : " The tumour I removed on Monday last, and 
I am indebted to Mr. V. A. H. Horsley, M.B., B.S., for the 
following account of it :" 

The tumour was a multilocular cyst. There were 
num^ous adhesions, most of them recent, on its anterior and 
upper surfaces. The pedicle was twisted twice, felt hard 
and rope-like. It contained a dark greenish-brown fluid, 
which clotted on standing. It soon oxydised on exposure, 
to a reddish-brown colour, and then gave the spectrum of 
oxyhsemoglobin, which was readily altered to the single 
band on reduction by ammonic sulphide. The clot was 
ordinary jelly of fibrin, of a greenish colour. By shaking 
it with water there was obtained a greenish-red solution 
which gave no spectrum, although moderately concentrated. 
Shaking it with air changed the green tint to yellow red. 
The colouring matter was not soluble in chloroform or 
alcohol. 

The colouring matter of the original fluid was, without 
doubt, that of altered blood, partly as haemoglobin, partly 
as hsematin, and perhaps hsematoidin ; the fluid was slightly 
acid — ^probably lactic acid (sarco). 

The clot contained a large percentage of fibrin, but the 
total amount could not be measured. 

The serum (left after separation of the blood-clot) gave a 
light flocculent precipitate with HNO3, also a similar pre- 
cipitate both in appearance and amount on boiling. 

No precipitate was obtained on addition of '01 per. cent, 
alkali. The albumens then in the fluid were probably — 

(1) Fibrino-plastin. 

(2) Sero-albumen. 

(3) Ordinary albumen. 
No acid albumen. 

The fluid was bleached by the action of H2O2, but not 
completely. 
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The cyst was of a globular form, about 8 incbes in dia- 
meter, when laid flat. The outer surface was rough and 
marked with fibrous trabeculaD, opaque white in colour, with 
here and there pink and haDmorrhagic-looking red patches. 
Covering the anterior surface are numerous adhesions of 
delicate fibrous tissue, here and there considerably vascular. 
Some of the older bands envelope fatty tissue. 

The tumour appears to consist of three main cysts, with 
a fibrous septum, in the wall of which other daughter 
cysts, of variable size, from J inch upward in diameter, are 
developing. In and beneath the lining membrane of the 
main cyst, about 2^ in. from the pedicle, is another secondary 
cyst, i in. across and J in. in depth ; it contained a mucoid 
gelatinous fluid of yellow-green colour. Microscopic exami- 
nation showed this to be an albuminous fluid partly coagula- 
ting, and containing numbers of squamous epithelial cells 
in all stages of fatty degeneration, scarcely any being 
found normal. There was also a recent haamorrhage into 
the cyst contents. 

Pedicle. — The vessels consisted of a large vein with lesser- 
ones, and a few arteries of medium size (radial) . The large 
vein was filled with a grumous soft mass of altered blood, 
scarcely to be called a thrombus, but evidently of some 
standing ; the smaller veins were filled with recent (black) 
thrombus. The rest of the pedicle was of a yellowish 
colour in places, and was composed of firm fibrous tissue. 

Scrapings from any portion of the lining membrane of 
the cyst failed to show other than fatty debris^ a few oval 
corpuscles, and altered blood-corpuscles. 

Besides the fluid contents mentioned, the cysts contained 
a mass of yellowish, dirty-coloured substance, resembling 
disintegrated papillomatous growths. These were in an 
advanced stage of necrobiosis, but showed an apparent 
stroma with degenerated epithelial cells superimposed. 

The colour of the whole of the inner surface of the tumour 
showed advanced necrobiotic changes — dusky-purple brown, 
with masses of degenerated epithelium. There was no 
evidence of putrefaction, and no organisms were detected. 
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LARGE FIBROID TUMOUR OF THE UTERUS. 

Mb. W. a. Meeedith (introduced by Dr. John Williams) 
showed a specimen of large fibroid tumour of the uterus 
with both ovaries attached, which he had removed ten days 
previously by abdominal section from a patient in the 
Samaritan Hospital, a single woman set. 33. The tumour, 
which had been growing for over two years, had latteriy 
begun to cause serious impairment of health, owing to pres- 
sure on neighbouring organs. The menstrual flow, which 
had always been rather free, although never very excessive, 
had somewhat lessened in amount during the past six 
months. 

The operation was performed with strict antiseptic pre- 
cautions, the tumour being cut away at about the level 
of the internal os after the uterine neck had been encircled 
by a Koeberle's wire serre-noeud, and transfixed in the distal 
side of the loop by a couple of stout pins ; the stump was 
then brought outside and fixed in the lower angle of the 
abdominal wound. The patient had progressed most 
favorably since the operation and was convalescing rapidly. 
The tumour, weighing 6 lb., consisted of a very firm, irre- 
gularly quadrilateral mass, closely incorporated with the 
right half and fundus of the uterus, which was seated on the 
anterior aspect of the growth; the uterine cavity was of 
normal size. The chief point of interest about the specimen 
lay in the marked disparity in size of the two ovaries; the 
right one, enlarged to more than double its natural dimen- 
sions, was undergoing fibroid changes, as evidenced by a 
curiously-shaped semi-pediculated outgrowth springing from 
its outer extremity ; the left ovary, on the other hand, was 
normal in size, and to all appearances healthy. 

Dr. RouTH stated that in cases of removal of the uterus, the 
practical point to be borne in mind was the keeping the stump out 
with a clamp or some other means, precisely as Mr. Spencer 
Wells was in early days in the habit of treating the pedicle of 
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the ovaiy. Dr. Bantock's cases in which he had done so had all 
recovered, whereas those in which the stump had been allowed 
to drop into the abdomen had done badly. 

Mr. Knowslby Thornton said that the reason why the 
extra-peritoneal method answered so much better for treatment 
of the pedicle in complete hysterectomy than the intra-peri- 
toneal was that the uterine cavity nearly always contained septic 
matter, and as it was opened in all these complete cases, the risk 
of septicaemia was very great if the stump was dropped into the 
peritoneum, no matter how carefully it was cleaned or treated. 
A certain amount of success would attend cases treated intra- 
peritoneally, especially if the peritoneal surfaces were carefully 
sutured over the stump, and he had had successful intra-peri- 
toneal cases both with and without such peritoneal suture. The 
question was, however, which method would in the long run give 
the best results, and he felt certain that the one adopted by Mr. 
Meredith in this case was the safest and best. In cases in 
which fibroid outgrowths were removed without opening the 
uterine cavity, nothing could answer better than the silk ligature 
applied in the same way that it is applied to the ovarian pedicle ; 
he had treated a number of cases in this way and they had all 
done well. Here, again, suture of the peritoneal covering of the 
stump was advisable when possible. 

Dr. Champneys remarked that the protrusion of the cut surface 
of a fibroid mentioned by Dr. Heywood Smith was not a proof 
of expansion but of contraction of the outer capsule of the 
growth. 



DEEMOID OVARIAN TUMOUE. 

Mr. Knowslby Thornton showed a dermoid oyarian 
tumour removed on March Slat from a young lady in the 
country. The pedicle was twisted, the cyst had ruptured, 
and the peritoneum was full of liquid fat ; the case had been 
diagnosed by a very distinguished physician as one of 
chronic peritonitis. The adhesions were so formidable that 
at one time Mr. Thornton feared it would be impossible 
to complete the operation; he had, however, at last suc- 
ceeded in enucleating it from its bed of intestine, uterine 
and vesicle adhesions, and the patient had recovered without 
a bad symptom. The cyst contained a curious solid mass 
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covered with skin^ with long hair^ very like a foetal head^ 
with a projection of bone, from which grew several teeth of 
varions kinds, while from another part of its surface a 
small projection like an abortive limb, with long nails at the 
extremity, could be seen. The central part of the mass was 
solid fat, like an ordinary fatty tumour. 



CASE OF EXTEA-XJTEETNE FCETATION TREATED 
• BY ANTISEPTIC ABDOMINAL SECTION, WITH 
REMOVAL OF FCETUS AND PLACENTA. 
RECOVERY. 

By J. Knowslet Thornton, M.B., CM., 

SUBaBON TO THB SAMABITAN FBBB HOSPITAL. 

In .January of this year I was asked by my colleague, Dr. 
Percy Boulton, to examine a young woman, who was under 
his care in the Dorset House Branch of the Samaritan 
Hospital, with an ai)domina|. tumour of doubtful nature. 

J. V — , set. 28, married t^o years, and mother of one boy, 
eight years old; an anaemic, emaciated woman, with a 
sufiering expression. 

History. — ^Was quite regular after marriage' till June, 
1881, when she became pregnant. At end of July was 
seized with violent pains all over abdomen, and has had 
more or less pain ever since, sometimes worse, sometimes 
better. An abdominal tumour was first noticed in Sep- 
tember, 1881. 

In January, 1882, she had what was supposed to be a 
miscarriage, and was attended by Dr. Hill, of Abbey 
Road, St. John^s Wood. Only a sort of membrane 
(decidua) came away, and an abdominal tumour remaining. 
Dr. Hill called Dr. Percy Boulton in consultation, and the 
patient was removed to Dorset House to be more carefully 
examined and kept under observation. Coloured discharge 

VOL. XXIV. 6 



82 EXTRA-UTERINE F(ETATION. 

was still going on wHen I first examined her^ and continued 
for a month after tHe supposed miscarriage. There was 
serum in both breasts^ but they were atrophying. I found 
a solid elastic tumour in the lower abdomen^ extending 
tolerably uniformly on each side of the median line, and 
reaching nearly to the umbilicus ; above and to the right 
of this tumour was another, smaller and softer, partly 
covered by intestines ; just at first the two appeared sepa- 
' rate, but a more careful examination showed that they were 
continuous, with a sulcus between them, which was covered 
by adherent intestines. 

Vaginal examination revealed a short hard cervix, with a 
uterus of normal size, from the upper and right surfaces of 
which the solid tumour in the abdomen evidently sprang. 
My diagnosis was multiple fibroids of uterus, the upper por- 
tion of the outgrowths surrounded and partly covered by 
adherent intestines. Though the sound gave a normal 
uterine cavity, Dr. Boulton determined to make quite sure 
whether there was anything in the uterus, and dilated the 
cervix with sponge tents. This procedure proved the 
normal condition of the uterine cavity. 

As the patient was suffering much, and losing flesh and 
general health, and very anxious for some relief, we decided 
to transfer her to the surgical wards, with a view to an 
exploratory incision. The patient had never before had any 
serious illness; had lost mother and one sister from 
phthisis, and had father and several brothers and sisters 
alive and healthy. There was no history of any tumour in 
the family. On admission into my ward I noted that the 
lower portion of the tumour had increased in size, pushing 
the upper portion almost under the edge of the ribs ; in 
other respects the condition remained unchanged. 

On February 28th, the patient having been placed under 
the influence of bich. of methylene by Mr. Doran, I pro- 
ceeded, assisted by Mr. Meredith, to make an exploratory 
incision. As soon as the peritoneum was opened I found a 
red, fleshy-looking tumour, completely covered with adhe- 
rent omentum, and I had to extend my incision to seven 
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inclies^ before I could get it sufficiently cleared to pass my 
hand round it and explore its pelvic attachments. I found 
a broad attachment to the top and right angle of the uterus^ 
and the upper part of the tumour so enveloped in adherent 
omentum and intestine that it was impossible to make out 
anything about it, except that I could see portions of it, 
which gave me the impression that it was a cyst of some 
kind with walls discoloured and softened by inflammation. 
I now raised the lower tumour out of the abdomen, covered 
with adherent intestine, and was proceeding to separate 
this when the patienit began to struggle and strain, and the 
cyst wall at the junction of the two masses gave way and a 
quantity of grumous material and blood-clot squirted out, 
fortunately not into the peritoneal cavity; it was imme- 
diately followed by a withered foetal foot and leg, and the 
nature of the case was clear. After carefully separating 
parietal, omental, and intestinal adhesions, I brought the 
whole tumour out, and found a broad fleshy attachment to 
the right angle of the uterus ; this I dealt with partly by 
enucleation and partly by transfixion and ligature. Having 
removed the tumour, I found it uecessary to remove the 
greater part of the omentum, as it was all in shreds. The 
operation lasted an hour and a half, and there was much 
exposure of intestines and peritoneal cavity to the spray, 
and much sponging. The uterus and left ovary were 
normal, but I could find no trace of the right ovary. 

When placed in bed the patient was very deeply under 
the influence of the anaesthetic, the pupils widely dilated, 
and lips rather blue ; vaginal temp. 98* 6^, pulse 88. 

In the course of the evening the temperature rose to 
100'8° and the pulse to 100, and the next morning they 
were respectively 101*4° and 124. After this they both 
fell, the temperature varying for some days between 99° and 
100°, and the pulse keeping just over the 100. Sickness 
was unusually troublesome, and on the fifth day I feared 
obstruction of intestine was coming on. I gave a very 
large soap-and-water enema, distending the bowel until the 
patient complained of a dragging and tearing pain high up 
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in the abdomen^ and vomited a considerable quantity of 
biKous fluid, with a distinctly feculent odour. The result 
of this somewhat heroic treatment was perfectly satisfactory. 
She was only sick three times after it, each time a little 
greenish fluid ; this, I believe, was due to some local peri- 
tonitis caused by the separation of adherent intestine, the 
pulse being also quickened up to 118, and I think the tem- 
perature would have risen had it not been kept in check by 
some pounded ice in a piece of mackintosh laid on the 
head. Prom this time she began to take food well by the 
mouth, and on the seventh day the bowels acted naturally 
and freely. Some local distension and tenderness remained 
for some days round the spot where she complained of pain 
during the injection. On the eighth day the temperature 
was normal, on the tenth I removed all the sutures, found 
the wound well healed, and she was removed into the con- 
valescent ward. 

She was up on the fourteenth day, and left the hospital 
quite well on the twenty-fourth day after the operation. 

Remarks. — The points in the case which appear to me 
to be of special interest are : 

1. The nature of the foetation. This I shall leave to the 
last, to be considered along with the examination of the 
parts removed. 

2. The diagnosis. I do not believe it was possible to have 
made an accurate diagnosis. The cyst containing the foetus 
was so completely covered and surrounded by adherent intes- 
tine and omentum that it was quite impossible to form any 
accurate notion as to its nature, while the lower mass was so 
exactly like a flbroid or solid ovarian tumour that my 
notion that it was the placenta was contested, even after it 
had been removed from the body and cut completely across, 
by some of the most eminent members of this Society. 

3. The question of operation. The result certainly justi- 
fies the treatment, and there can be no doubt that the 
rotten sac would soon have discharged its contents into the 
peritoneum or into the adherent intestine, and in either 
case the patient's life must have been in far greater danger 
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than it was after the operation ; and her future condition, 
even had she survived this accident, must have been very 
different to the restoration to perfect health which she now 
enjoys. Apart, however, from the wisdom obtained from 
the result, I strongly hold that the present position of anti- 
septic abdominal surgery justifies an exploratory incision in 
any case in which there is an increasing tumour, with 
suffering and loss of general, health. 

4. The method adopted when obstruction was threatening. 
I have generally found that in these circumstances patience 
and the use of atropine and morphia are our best helps, and 
many cases have done well in my hands under this treat- 
ment. When I determined to try the injection in this case, 
I had given the expectant treatment a fair trial, and I had 
become convinced that an opening up of the intestinal 
canal was absolutely necessary, and had my injection failed 
I should have reopened the abdomen and searched for the 
obstruction. 

The pain complained of, the nature of the vomit during 
the procedure, and the after peritonitis, all convince me 
that the injection did actually tear up some adhesions which 
were causing increasing obstruction. The number of liga- 
tures applied to intestines and mesentery, and the removal 
of nearly the whole of the torn omentum, rendered obstruc- 
tion exceedingly likely. While recognising another aid to 
our treatment of obstruction after abdominal section, I am 
still of opinion that it is one of which we should only avail 
ourselves under very exceptional circumstances, and after 
the expectant treatment has had a full trial. 

We now come to the consideration of the nature of the 
foetation. Was it abdominal, ovarian, tubal, or interstitial ? 
I believe it to be tubal, the foetus being enclosed in its 
membranes at the fimbriated extremity of the tube, while the 
placenta was attached nearer its uterine end. This was my 
first impression while removing the parts, and it has been 
confirmed by the more careful dissection and microscopic ex- 
amination to which I have since subjected them. The foetus 
would appear to have died about the beginning of the fourth 



86 BXTEA-UTERINE F(ETATION. 

montli, while the placenta continued to grow, and hence 
at the time of operation presented that peculiar solid mass 
which simulated a solid ovarian or uterine tumour. I cannot 
speak with certainty as to the fate of the right ovary, but I 
think I have detected portions of ovarian structure incorpo- 
rated with the wall of the tube and the contained placenta. 
The inflammatory action going on all round the maas and in 
its substance, as shown by the adhesions contracted by the 
foetus to its envelopes, and of the cord to the sac and 
fcetus, and the effusion of blood into the placenta and its 
partial organisation, all tend to confuse the parts and 
render identification very difficult, but I feel certain that 
the explanation I have given is the correct one. The cord 
could be distinctly traced into the enlarged and solidified 
placenta, and the microscopic examination confirms the 
idea that this is changed placenta. 

Passing from the consideration of this special case, I wish 
to say a few words as to the surgical aspects of extra-uterine 
foetation. I would divide all cases into three classes : 

I. Those in which it is possible to diagnose extra-uterine 
foetation. 

II. Those in which there is strong probability that the 
case will turn out to be one of extra-uterine foetation, but 
in which accurate diagnosis is impossible. 

III. Those in which, with or without previous suspicion 
of the condition, sudden rupture of the sac with internal 
hssmorrhage or other untoward accident, reveals the true 
nature of the case. 

I hold that the present state of antiseptic abdominal sur- 
gery renders it not only justifiable to operate at once in 
Glasses I and III, but that it is bad practice not to operate j 
and that in Class II the rule which! I have ventured to lay 
down in speaking of my own case, which belongs to this 
class, should be followed, i.e. given a doubtful abdominal 
tumour, increasing in size, with much pain and general loss 
of health, the suspicion of extra-uterine foetation increases 
the urgency for the speedy exploratory operation. 

While thus advocating early surgical treatment in extra- 
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uterine foetation^ I must make two qualifications which will^ 
I know, meet with opposition : 

1. I only consider such early operation justifiable with 
the strictest Listerian precautions. 

2. I think that the operation should, in the interest of the 
patient, and whenever possible, only be undertaken by 
surgeons of special experience in the performance of abdo- 
minal section. I give as the grounds for this opinion the 
fact that these operations are likely to be, as in my case just 
recorded, among the most difficult in this special branch of 
surgery, and therefore likely to be generally successful only 
in the hands of those who have had large experience in 
dealing with the many complications of abdominal surgery. 

I am quite aware that this opinion will not be favorably 
received by many of the obstetricians who are Fellows of 
this Society, and I am also aware that there are many who 
will differ from my views as to the importance of Listerian 
precautions. Both propositions are, however, the result of 
much study of the subject, of large experience in non-anti- 
septic and antiseptic abdominal section — in the latter, I 
think I may claim the largest experience of any one — and 
of profound conviction ; and I therefore do not hesitate to 
bring them before the Society for discussion, in the hope 
that such discussion will aid in forming what I believe to be 
a healthy professional opinion on this important subject. I 
have purposely avoided all reference to authority, and to 
the many interesting cases to be found in our ^ Transactions,' 
but I may add that it is especially the careful study of these 
that has helped in forming the views which I now express. 



Dr. EouTH said he had understood that Dr. Boulton had made 
out the diagnosis of extra-uterine foetation before the patient was 
sent for operation to Mr. Thornton. And although Dr. Boulton 
had not allowed him the privil^e of seeing the case, he thought 
the diagnosis was to be made. In his own (Dr. Eouth's) paper 
on a case of extra-uterine f cetation read before the Society he had 
pointed out that wherever jou had a growing abdominal tumour, 
while a complete decidua had been voided jper vaginam, that was 
a case of extra-uterine foetation. The uterus in such cases 
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generally got rid of its decidua before the pregnancy was over. 
Such a detachment of a decidua had been here observed, and 
indeed insisted upon in the paper. Again, no mention was made 
of the use of the stethoscope. Had this been used possibly the 
placental souffle would have been heard, if not through the 
abdomen, through the vagina, with his (Dr. Eouth's) vagino- 
scope. I.e. anterior to the period of the hypertrophy of the 
placenta. To this last condition of the placenta only could the 
success of its immediate removal here be referred, other cases 
proving that the removal of the placenta was, under conditions 
of extra-uterine f oetation, a fatal error. Dr. Eouth could not, 
lastly, concur with Mr. Thornton that obstetricians were not so 
qualified to operate in these cases as pure surgeons. On the 
contrary, they had led the van in many such cases, and their 
diagnosis was more to be relied upon, as in this case. In reply 
to Dr. Aveling, Dr. Eouth stated that it mattered little whether 
the uterine souffle was due to the placenta or uterine arteries. 
Wherever a placenta existed there must be large arteries going 
to it, and a souffle would result. 

Dr. BoasBS said he had neither seen nor examined the patient 
from whom Mr. Thornton had removed the extra-uterijie 
f oetation, with placental mass, but h€u thought that in addition 
to the evidence of the decidua which had been said to have been 
thrown off from the uterus, and which Dr. Eouth as well as 
others hold to be diagnostic, a careful examination with the stetho- 
scope would greatly help to throw light on the nature of the 
case ; though he was aware that often fibroids give a souffle like 
that of the placenta, yet not as marked or pronounced. Dr. 
Eogers had been consulted in three of such cases, and though at 
first the state of matters was doubtful, yet after subsequent 
examinations the true diagnosis was established. In one case he 
removed the foetus not interfering with placenta. In the other 
cases tl\p bones of one came away by rectum, in the other he 
removed them per vaginam at one sitting, while patient was kept 
under chloroform. The placenta in both these cases seemed to 
have been gradually absorbed. Should milk be found in the 
nipples it would, he thought, materially aid in the diagnosis. 

The President hoped Mr, Thornton would, in publishing his 
paper, draw special attention to the persistent life of the placenta 
after foetal death and its great hypertrophy. Eemarks had been 
made on the placental soi&e as an aid to diagnosis, and this it 
no doubt was to some extent ; but he begged to say he did not 
believe the souffle was placental, he called it uterine ; and, with 
special reference to the difficulty of diagnosing from a fibroid, 
he would remind them that the souffle was not rarely heard in 
fibroids of the uterus. The discharge of an entire decidua vera 
he regarded, with Dr. Eouth, as a valuable diagnostic aid. It 



BXTRA-ITTEEINB PCETATION, 89 

reminded liim of a case of rupture of an early extra-uterine 
pregnancy which he had had before the days of laparotomy in 
such cases, where the decidua was presented to him as the bom 
abortion. That case most narrowly escaped death from haemor- 
rhage. After a few days he evacuated per vaginam the hsematocele 
which formed and found chorionic structures in the bloody 
fluid. The woman did well and subsequently bore children. 
Nowadays he would have laparotomy done to get the bleeding 
stopped. 

Mr. Knowsley Thornton could not see on what ground Dr. 
Eouth presumed that the question of extra-uterine foetation had 
been neglected. It was fully discussed, but it was impossible to 
diagnose it, and the physical signs were in favour of fibroid. 
The President had said exactly what Mr. Thornton would have 
said as to the uterine soufGle ;. it was commonly present with 
fibroids, and had it been present in this case would rather have 
strengthened the fibroid diagnosis. The stethoscope was used, 
and with negative result. Referring to the case mentioned by 
the President he would venture to say that such a perfect 
recovery under such circumstances was a very rare thing, and he 
thought the President would be ready to acknowledge that with 
our present lights, abdominal section would have been a much 
less risk to the patient than the course followed, though he quite 
admitted that that was the only course at the time. 



MAY Sed, 1882. 

J. Matthews Duncan, M.D., F.R.S. Ed., President, in the 

Chair. 

Present. — 46 Fellows and 4 visitors. 

Books were presented by Dr. Horace Dobell, Dr. H. 
Vanden Bosch, and by the Medical Society of London. 

David Maurice Serjeant, M.D., was admitted a Fellow, 
and the following were declared admitted : — Hugh Thomas, 
M.R.C.S. (Birmingham); and Stephen Maberly Smith, 
L.R.C.P. Edin. (Geelong). 

The following were elected Fellows : — Charles Percy 
Barbe Clubbe, L.R.C.P. Lend. (Lower Tooting) ; Frederick 
William Coates, M.D. (Salisbury) ; William Richard Dam- 
brill-Davies, M.R.C.S. (Sandbach) ; Robert James Hutton, 
L.R.C.P. Edin. ; Henry James Leonard, M.B. ; William 
Appleton Meredith, M.B. ; Louis Parkes, M.B. ; Frederick 
Henry Spooner, M.D. ; Charles Grove Young, M.D. 



FIBROID TUMOUR REMOVED BY ABDOMINAL 

SECTION. 

De. Bantock exhibited two specimens of fibroid tumour 
removed by abdominal section. The first, from a patient, 
8Bt. 51, weighed over 6 lbs., and was interesting inasmuch 
as it afforded an example of every form of fibroid tumour 
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as regarded the relation to the uterus, viz. the subperitoneal 
or pediculated, the intramural, the submucous, and even the 
mucous polypus. One of the pediculated tumours was in a 
state of calcareous degeneration. Haemorrhage had been 
a prominent symptom about eighteen months ago, and for 
about a year even to the production of profound anaDmia, but 
during the last few months the haemorrhage had decreased 
greatly, so that the patient had regained even a florid appear- 
ance. She had, however, suffered more pain, and to such 
an extent that she thankfully contemplated the idea of an 
operation. The operation was one of great difficulty, com- 
plicated by extensive adhesion of the caecum and its appendix 
and small intestine, and there was a very great drag on the 
pedicle. 

The second, from a patient, aet. 38, a governess, weighed 
2|lb., and consisted of two very hard pediculated fibroids, 
and several intramural. In this case there had been no 
haemorrhage, but the patient suffered from the pressure of 
the larger mass, which was firmly wedged in' the pelvis, and 
had contracted adhesions to the right broad ligament. 

In both cases the pedicle was secured by Koeberle's serre- 
noBud, and both patients were progressing most satisfactorily. 
He had now had sixteen cases with only four deaths, a very 
satisfactory amount of success. 



Dr. Savage wished to ask Dr. Bantock whether this manoeuvre 
of his of including all the vessels in the single wire loop, by 
which he commanded subsequent haemorrhage from the uterine 
stump, was more easily effected in cases of uterine fibroid which 
ascended high up within the abdomen. The new relations to the 
tumour of the uterine appendages and the broad ligament in 
these cases resembled, he thought, those observable in advanced 
stages of pregnancy where, in consequence, the application of the 
single loop on Porro's operation, for example, was far from being 
a matter of great difficulty. 

Dr. Bantock, in reply to Dr. Eouth, stated that he had not 
used the drainage-tube, for the reason that there was nothing to 
drain. He had often been asked the question — Why did you not 
drain in that case P and his reply was — ^If the sponges had come 
out of Douglas's pouch chaiged with blood or serum, or both. 
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after a fair amount of spoDging, then the drainage-tube would 
have been used. In reply to Dr. Savage, he pointed out that the 
size of the tumour made very little difference. It was the rela- 
tion it bore to the uterus that was of importance. It was impos- 
sible even to guess where the ovaries were to be found ; sometimes 
they were high up in a small tumour and again low down in a 
large tumour. He preferred to embrace ovaries, with their 
ligaments and the uterus, in one loop, but sometimes, from the 
shortness of the ovarian ligaments, this could not be done, and 
they had to be tied in ^the usual way separately. This had to 
be done in one of the cases exhibited at a former meeting. He 
was anxious to make plain the value of the method of treating 
the pedicle which he had adopted with such success.] 



DERMOID CYST OF THE OYAEY; MYXOMATOUS 
GROWTH OF THE PERITONEUM. 

Dr. John Williams showed a specimen of dermoid cyst of 
the left ovary, with myxomatous growth of the peritoneum. 

The patient was 60 years of age, married, and the mother 
of several children. She was admitted into University 
College Hospital, on February 18th, 1882. 

She began to menstruate in her 16th year, and was regular 
without pain from the first. Six months before admission 
she noticed an enlargement of the lower abdomen on the 
right side; this was accompanied by slight darting and 
bearing-down pains. The abdomen continued to increase 
in size until her admission. Has had frequent vomiting for 
four months, and pain at the xiphoid cartilage. Has had a 
coagh for about three weeks. 

The patient was very thin, looked emaciated. The abdo- 
men was uniformly enlarged, and measured 1 metre and 
2 cent, in circumference at the umbilicus. The superficial 
veins were distended. On palpation resistance was found 
more marked over an area limited by the pubes below and 
a curved line drawn between the anterior superior iliac 
spines through a point midway between umbilicus and 
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ensiform cartilage. Over the greater part of this area 
movements of flatus in intestine could be distinctly felt. 

The abdomen was dull from pubes to about an inch above 
the umbilicus, on the right side to a point midway between 
umbilicus and anterior superior iliac spine, on left at level 
of umbilicus almost to axillary line. Both flanks were 
resonant. Fluctuation could be distinctly felt in dull area, 
but not across the abdomen. A distinct mass could be felt 
in the right inguinal region, which appeared to be movable. 

The cervix of the uterus was within an inch of the vaginal 
orifice ; the organ was also pushed forwards and anteflexed. 
The cervix was fissured on each side. The posterior part 
of the pelvis was filled by a hard mass, continuous with 
that felt in the right inguinal region. It could not be 
moved out of the pelvis. The uterus was movable indepen- 
dently of the tumour, and its cavity measured 2^ inches. 

Sibilant and sonorous r&les were heard all over the chest. 
After these cleared up, loud friction was audible over both 
backs. 

The urine contained no albumen and no sugar. The 
abdomen gradually increased in size, and on March 7th it 
was aspirated. A small quantity of colloid-looking material 
was obtained, but it was not examined with the microscope. 

The sickness increased and the patient lost flesh rapidly, 
and died suddenly of syncope on May 1st. 

For the following notes of the condition found after death 
and for the accompanying drawing I am indebted to Mr. 
Victor Horsley, M.B., B.S. 

Post-mortem (May 2nd, 1882, 19^ hours). — Body ema- 
ciated. Abdomen greatly distended. Rigor mortis very 
well marked. 

Abdomen, — The abdomen gave marked fluctuation every- 
where on palpation, and on cutting through the thinned 
walls, the peritoneum appeared to be yellowish and semi- 
transparent. Immediately it was opened, a large quan- 
tity (42 7^ fluid oz.) of gelatinous myxomatous masses poured 
out, together with a clear serous fluid. After removal 
of the floating masses of growth and the fluid, only a few 
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inches of intestine were exposed to view, the whole peri- 
toneal surface being covered with gelatinous growth. 

The masses of new growth were grape-like and of a light 
tawny, greenish-brown colour where rapidly growing, while in 
some places they formed by amalgamation larger masses of 
a darker tint. On cutting them across they were homo- 
geneous in appearance, showing the ordinary gelatinous 
sur&ce of myxoma. A small portion of the growth when 
teazed and examined at once showed numbers of large 
myxoma cells undergoing fatty degeneration. 

The growth in the pelvis occupied mainly the left side, 
where the interval between the fundus of the uterus and 
the wall of the pelvis was filled with myxoma of a dark 
brownish colour, while in the right half of the pelvis there 
was a large solid tumour covered partly by myxoma. 

On removing the different abdominal organs the new 
growth is seen to invade the whole peritoneal surface, pass- 
ing in between the coils of intestine and round over the 
surface of the spleen. The upper surface of the liver was 
quite covered by the new growth, while of the whole peri- 
toneal surface only a few small patches over the sheath of 
the rectus muscles could be considered as free from the same, 
and even here too the peritoneum was of a whitish-yellow, 
opaque colour. 

The tumour occupying the right side was then removed 
with the remaining pelvic organs. It was solid to the feel, 
obviously a cyst with calcified walls, and to its summit was 
attached a thick cord of new growth, the centre of which 
was formed by an old adhesion process of the great omentum. 
The whole tumour, measuring 5 inches from above down and 
3i inches in breadth, rested between the right broad ligament 
and the uterus, extending on the one side to the pelvic wall 
and projecting on the other to the left side of the middle 
line. In front of the tumour lay the right broad ligament 
and ovary in fairly normal position, but on the left side 
there could be found no trace of the ovary, which seemed to 
be represented by the tumour above mentioned, since the 
left ovarian ligament passed backwards and to the right 
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with a semicircular course, and terminated on the tumour, 
while further the Fallopian tube ran parallel with it, and the 
fimbriated extremity directed to the side of the tumour. 
The (left) Fallopian tube was pervious through its whole 
extent. The ovarian tumour, for such it may be called, 
consisted of three cysts obviously dermoid in nature, while 
on the left side and in front was situated a large cyst (No. 
4 in Plate I), about 2 inches by If, which contained 
two cavities, oiv^ filled with myxoma tissue and the other 
with a whitish creamy fluid. This cyst (No. 4) could be 
dissected with ease from the rest of the tumour, and its wall 
was composed simply of peritoneum, so that its ovarian 
origin is doubtful, though its age, no doubt, dates since the 
growth of the dermoid cysts. 

These may now be further described, and to consist of one 
uppermost, a large oval cyst with almost completely calci- 
fied walls, and with a small daughter cyst in the wall at its 
lowest point, then a twin cyst or much smaller cyst lying 
behind the uterus. The large cyst measures about 2^ inches 
by 2 inches, and the smaller twin cyst about 1^ inches by 
IJ. Both these cysts contained a greenish, muddy-looking 
fluid, which, on standing, became clear and deposited a 
debris of fattily degenerated epithelium and crystals of 
cholesterin {vide inf.). 

The lining membrane of all the cysts (excepting No. 4) 
showed the same structure, viz. a rough yellowish-white 
fibrous membrane with here and there patches of degenerated 
epithelium. The large cyst, in addition, contained a quantity 
of white oleaginous material (sebum), and also growing 
from its lining membrane were a few hairs of the same 
colour as the rest of the patient^s. 

Posteriorly and to the right the wall of the large cyst is 
composed of calcareous plates united by fibrous tissue, but 
over the remainder of the cyst-wall the calcification has 
gone on to complete solidification of the fibrous membrane. 

The greenish fluid obtained from the large cyst (3 oz. in 
amount) gave a faintly alkaline reaction. 

Ordinary albumen was precipitated by heat and also by cold 



DESCRIPTION OP PLATE I. 

IlluBtrating Dr. John Williams's paper on Dermoid Cyst of the 

Ovary. 

a a. Left Fallopian tabe laid open, with bristle at distal end. 
hhh. Left ovarian ligament. 

0. Cervix uteri. 

1. Large dermoid cyst, covered with new growth and adherent peri- 

toneam. 

2. Small twin cyst. 
8. Cyst (clear). 

4. Cyst filled with creamy fluid, and covered with new growth (? ovarian). 

5. Bight ovary. 

6. Fundus uteri. 
*!, Vagina. 

8. Bladder. 

9. Mass of new growth (myxoma) grown from peritoneum of left half of 

pelvis. 
10. Calcified wall of cyst. 
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HNOs. The fluid on boiling became perfectly solid. No 
other albuminoid could be detected and the fluid did not 
reduce copper oxide. 

The fluid when extracted mth ether gave cholesterin and 
a fat (not further examined). 

The fluid viewed by reflected light was greenish^ but 
reddish-yellow by transmitted light. 

The remaining organs, &c., showed the following : 

Thokax. — Serous membranes — Pleura, — Left : few old 
adhesions at lower border of upper lobe. Kight : adhesions 
over whole extent of lung. Both pleural cavities empty. 

Pericardium normal. 

Lungs. — Bronchi here and there congested, contain some 
mucous parenchyma, vessels, &c., normal. 

Heart normal throughout. 

Abdomen. — Liver: substance rather more friable than 
usual, otherwise normal. 

Stomach contracted, mucous membrane pale with haemor- 
rhagic patches (probably post-mortem) at pyloric end. 

Spleen. — Section shows increase of fibrous tissue through- 
out, the organ presenting white patches here and there. 
Density much increased. 

Kidneys. — ^Both very pale, showing fibroid and fatty 
changes. The left contains a small white nodule in the cortex 
similar to the patches mentioned in the spleen. 

Bladder normal. 

Pancreas normal. 

Intestines normal. 

Genbeativb organs. — Vagina healthy. 

Cervix congested, especially the anterior lip. Ovules of 
Naboth well marked on posterior lip. 

Body of uterus. — Mucous membrane of cervix and fundus 
uteri is extremely pale. 

Microscopical examination. — ^New growth examined in 
fresh state showed flat myxoma cells, referred to above. 
After hardening in Miiller's fluid many of these cells appear 
as fusiform corpuscles, with oval nuclei and granular proto- 
plasm ; some with numerous branches, and in many cases 
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sucli branches communicating. The protoplasm of cells in 
many places showed fine fat granules, and stained a purple 
colour with hasmatoxylin. The mucoid basis of the tissue 
stained bluish-purple with the same reagent, and is for the 
most part homogeneous, but here and there appeared gran- 
ular, and with bright spots. Eunning through the growth 
everywhere were thin trabeculao of delicate connective tissue; 
where consisting of true fibrous tissue, these were obviously 
the remains of peritoneum, but the ground substance also 
showed a fibriUated condition like fibrin coagulated by 
bichromate of potassium, and thus simulating cefl processes. 

The above description was taken from specimens stained 
and mounted in glycerin. Sections treated with alcohol 
showed nothing additional. 

The peritoneum was considerably thickened (where the new 
growth takes origin) by lameUao of connective tissue, 
between which were spaces filled with the coagulated mucoid 
substance, which here and there enclosed leucocytes. 

The growth was not vascular, if we except small vessels 
running in the remains of the peritoneal tissue. The 
capsule of the liver was thickened where the new growth 
was seated on it, and it in some places showed congestion, 
and in others advanced fatty degeneration, while many of 
the cells contained bile pigment. 



FCETAL MONSTROSITY. 

Dr. Maillard Coffin showed a specimen of foetal mon- 
strosity. Mother about twenty-four hours in labour; 
footling; about four gallons of liquor amnii; says she had 
a fright about three months ago. Child about a span and 
a half in length, and about eight months. Head small, 
eyes prominent, nose somewhat flattened, mouth open, and 
does not seem to close on pressing inferior maxilla. Tongue 
only just recedes on pressure behind the alveolar border. 
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The lower jaw recedes. Below the lower border of the 
inferior maxilla is a slight sulcus, and beneath this is a 
swelling, the thymus gland : under this is a flattened 
chest. Laterally, slightly in advance of a parallel line in 
front of ear, is the shoulder-joint, the scapula seemingly 
fixed on laterally to the thoracic wall. Cord attached in 
normal position. Legs natural. The head is tilted back, 
with face almost looking upwards. The posterior f ontanelle 
communicates with an aperture through the skin, through 
which on birth brain substance oozed. The spine is smaU, 
and curved anteriorly. There seems to be no coccyx, the 
anus corresponding with the normal position of that bone. 

Foat mortem. — ^The pectorales major, and minor in normal 
origin and insertion. Deltoid origin from inferior maxilla, 
insertion normal. Supra-spinatus attached to lower border 
of lower jaw. Ext. oblique muscle of abdomen attached 
to clavicle. The inferior maxilla had a joint corresponding 
to the symphysis. Cleft in soft palate, slight fissure of 
hard. The vertebral column consists of three bones. 
Between first and second vertebras (whether cervical, dorsal, 
or lumbar) is an aperture leading into the cranial vault. 
These two vertebrsB are fused into one. 

Posterior portion of occipital bone wanting, and the 
vertebras articulating with the basilar portion. The ribs 
articulate with these two bones, and move down perpen- 
dicularly. Sternum wanting. The opposite ribs articu- 
lating with one another. The third vertebra representing 
a rudimentary sacrum, with which articulated the ossa 
innominata, the axis of the pelvis being nearly horizontal. 
The anus opening between the two posterior superior angles 
of the ilia. 

The vagina opening where the normal anus would be. 
The heart enlarged, particularly right auricle and ventricle. 
Lungs small and collapsed, but have contained air. Stomach 
normal. Liver normal, but small in proportion to other 
organs. Spleen normal. Kidneys large; suprarenal cap- 
sules large, apparently normal. Intestines, blsldder, and 
uterus normal. Upper portion of spinal cord compressed 
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where the two vertebrae seemed fused together. Brain 
normal, large olfactory bulbs. 

The child lived one hour and a half, breathing and heart 
beating well. 



ON THE CORPUS LUTBUM. 
By Dr. W. A. Popow, of Pensa. 

(From the Laboratory of tke Gynsacological Clinic of Paof. Slawjakski, 
at the Medioo-Chirorgical Academy of St. Petersbarg.) 

(Commanicated by the Pbbsidbnt.) 

The corpus luteum is of great importance in purely 
scientific obstetrics, as in connection with the transmigra- 
tion of the ovum, and also in relation to state medicine. 

When making microscopical investigations of the ovary 
in the clinic of Prof. Slawjanski two interesting cases 
bearing upon the corpus luteum came under my notice. 

Case 1. — On the 7th of May, 1879, the body of a prosti- 
tute, 89t. 21, who had poisoned herself with prussic acid, 
was examined in the post-mortem room of state medicine. 
At the examination prussic acid was found in the stomach. 

The sexual organs were in the following condition : 
• The vagina somewhat dilated. The os uteri of virgin form. 
The uterus normal in size, its mucous membrane thick and 
red. The ovaries increased in circumference, the mea- 
fiurements of the right being — length 4*5 cm., breadth 
2*7 cm., thickness 1*5 cm., circumference 6*7 cm. On 
section cystoid formations were seen, which under the 
microscope appeared as follicles of different ages and sizes. 
The left ovary was much heavier and thicker than the right ; 
its measurements were — length 4*6 cm., breadth 2*5 cm., 
thickness 2*4 cm.^ circumference. 8 cm. On its posterior 
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surface, 2 cm. from the inner end, was a corpus luteum 
possessing the following characters : — Depth 1*7 cm., 
breadth 1*8 cm., thickness 1*3 cm., thickness of deepest 
part of yellow layer 0*9 cm. Microscopical sections of the 
corpus luteum showed that the centre and parts radiating 
from it consisted of fuUy-formed connective-tissue fibres, 
with here and there some spindle-shaped elements. The 
fibres were separated from each other by extravasated blood. 
The yellow wrinkled border consisted of three different 
structures — ^large yellow cells, fine connective-tissue fibres, 
and blood-vessels of different sizes. The yellow cells pos- 
sessed all the characteristics described by authors in the 
cells of the true corpus luteum. Their long diameter varied 
between 0*0079 mm. and '0203 mm. The tissue beyond 
the yellow layer consisted of connective-tissue fibres and 
a mass of blood-vessels and lymphatics. Further on the 
tissue passed into the adjacent stroma of the hilus, where, 
by double stainmg with picrocarmine, plain muscle fibres 
could be demonstrated in addition to the connective tissue 
and vessels. This description of the corpus luteuin agrees 
entirely with that given by His* and other authors of a 
fully ripe tnie corpus luteum during a non-menstrual period. 
The microscopical examination of the uterine mucous mem- 
brane not only negatived the existence of any actual preg- 
nancy, but the condition of the mucosa did not even suggest 
a menstrual period. We have, therefore, in the above case, 
a fully ripe true corpus luteum in a woman neither pregnant 
nor menstruating. 

The same occurrence has been observed by Negrier, 
Benham, Leopold, Dalton, and other authors, but in their 
accounts we find neither a thorough histological description 
nor an explanation of the fact. 

The authors explain the difference in size between the . 
corpus luteum of pregnancy and that of menstruation by 
the greater amount of nourishment supplied to the follicle 
in the pregnant state. In our case it appears to me that 

* ** BeoWchtnngen Uber den Bau des Saogetbler-Eierstockes/' ' Arch. Mic. 
Anat./ M. Schultze, B. i. 
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prostitution was the cause of an increased amount of nourish- 
ment reaching the follicle. The prussic acid poisoning 
brought about a parenchymatous change of the ovarian 
follicles, analogous to the change observed by Myschkin* in 
poisoning with phosphorus and arsenic. 

Case 2. — ^A woman, get. 41, who had not borne a child for 
twelve years, died in Prof. Slawjanski^s clinic in the year 
1880 from gangrene of a fibromyoma of the cervical canal.t 
In her right ovary we were able to demonstrate histologi- 
cally the existence of a true corpus luteum in the earliest 
stage of retrogressive metamorphosis. It contained all the 
elements of a true corpus luteum in characteristic quantity, 
the compact yellow layer being much more conspicuous than 
the central fibrous nucleus. The cells of this layer were 
in the first stage of degeneration. In the central nucleus 
finely granular pigment was seen. Besides the corpus 
luteum two other details of the stroma of the hilus attracted 
attention. First, between the connective-tissue fibres there 
were numerous plain muscular fibres, which appeared very 
distinct after double staining with picrocarmine. The num- 
ber of these fibres appeared to be greatly increased above 
the normal, so that the question arose whether a process ana- 
logous to that in the neck of the uterus was not going on 
in the ovary. The second detail was the thrombosis of the 
vessels both of the outer vascular layer of the corpus luteum 
and of the hilus. The thrombus itself was formed partly of 
well-preserved blood corpuscles and partly of finely granular 
matter containing delicate fibres; the greatest part, how- 
ever, consisted of large cells of diSerent forms and sizes, 
such as have been described only in the thrombosed vessels 
of the pregnant uterus by Friedlander, Leopold, and Patenko. 
"The left ovary and part of the right contained Graafian 
follicles of diflEerent degrees of maturity, and also obsolete 
(verodete) follicles, whose granulation layer was strongly 

* Slawjanski, * Ajch. f. GynaecoL/ B. iii. 

t Grammatikatti, **£in Myoma Cenricis Vt&ti Cayernosum/' 'Arch, ft 
Gyn.,' Band xtii, Tf, 1* 
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prominent, as Sin^tylias observed in the ovaries of pregnan. 
women. 

The ovaries in the present case were thus very like those 
found during pregnancy. This fact is comprehensible when 
we remember that the fibromyoma of the cervical canal was as 
large as the head of an eight months^ foetus and of cavernous 
structure. The structure of the corpus luteum, the great 
development of the f oUicles, and the large-celled thrombus 
were caused, as I think, by the increased flow of nourish- 
ment to the generative organs brought about by the growth 
of the tumour. 

The Fbesident said it was important to have the view con* 
firmed that a corpus luteum, with all the histological characters 
of that of pregnancy, occurred in women who were neither 
pr^nant nor menstruating, He had seen a good corpus luteum^ 
as far as naked-eye appearances went, in an aged woman who 
was believed to be salacious. He might add that he had more 
than once dissected cases of pregnancy with complete absence of 
corpus luteum. 



ON THE NATURAL HISTORY OF DYSMENOR- 

RHCEA. 

By John Williams, M.D., P.R.C.P., 
Assistant obstxtbic PHxsioiAir to uKiVEBSiTir coLiiBGB HOSPiTAti 

A KNOWLEDGE of the uattiral history of disease — of itiil 
course when left to nature, of its modes of causing suffering 
and death — must always form the basis of medical science 
and of all valuable and trustworthy treatment. Without 
such knowledge, it is not possible to treat disease rationally, 
or in any given case to estimate the effect of any treatment 
adopted. This is as true of the diseases which come under 
the observation of the gynecologist as it is of those which 
fall under the care of the general physician. 

In the present state of our knowledge of the diseases of 
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women, it would assuredly be far better in the future, and 
probably also in the present, both, for suffering women and 
for medical science, were we to refrain from any special local 
treatment of a great many of the cases which come to us, of 
most of those cases perhaps in which life is not endangered 
and the cause and nature of the affection remains obscure and 
unknown, to limit our treatment simply to the maintenance 
and improvement of the general health, and to devote our 
energies to the observation of such diseases throughout 
their course and record their progress. By such a method 
we should acquire at least a twofold knowledge which would 
prove of paramount value, namely, a knowledge of the course 
which such affections naturally run, and of the amount 
of good that may result from general treatment alone. We 
should, then, in time occupy a position of vantage which has 
not hitherto been obtained, and which cannot be attained 
so long as that ancient principle of therapeutics, '' We must 
do something,'^ is acted upon by physicians and surgeons. 

Working in the dark is alivays undesirable and nowhere 
more than in the treatment of disease, because it. is not 
possible to estimate the evil that may follow it. It would 
be impossible to calculate the magnitude of the mischief 
caused by bloodletting and the administration of mer- 
cury ; and it would be equally futile to attempt to meastite 
the amount of suffering — ^moral and physical — ^which has 
resulted from the practice of various methods recommended 
for the alleviation or cure of some trifling ailments or func- 
tional disorders of the uterus. We are ignorant of, or very 
imperfectly acquainted with, the natural causes and course 
of many of these disorders, and our treatment of them is 
little else than guess-work. Especially is this true with 
regard to dysmenorrhoea. ' In proof of this I need only 
refer to the many and diverse views entertained of its cause, 
and the equally numerous and diverse methods of treatment 
practised for its cure. To treat a disease lavishly in pro- 
portion to its obscurity is a mode of practice to be unequivo- 
cally condemned. 

In this paper I propose to attempt a sketch of the natural 
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history of certain forms of dysmenofrhoea, and, however 
imperfect the likeness may be, yet I cannot help hoping that 
it may prove of some service as a stepping-stone to a better 
knowledge of the subject, and that it may ultimately lead 
to more rational and less mischievous methods of treatment. 

The diflSculties surrounding the investigation of the sub- 
ject are great, far greater than those met with in the study of 
most of the diseases whose history is best known, such as 
the acute specific diseases, and the acute inflammatory 
affections of the lungs, heart, and kidneys. . The course of 
the latter is comparatively short and can be observed from 
the starting-point to the goal within a definite and limited 
period. The course of dysmenorrhcea, on the other hand, 
is extremely chronic, its duration is often co-extensive with 
menstrual life. So prolonged is it that the whole of its 
course cau rarely, if erer, be witnessed in one and the same 
subject by one and the same observer. Moreover, its course 
is liable to be interfered with by treatment, by accidents, 
and a variety of complicating circumstances which cannot 
always be eliminated. 

In this paper I shall divide dysmenorrhcea into two classes : 
(1) the primitive, (2) the acquired or secondary. 

The primitive form is that which dates from the com- 
mencement of the menstrual function. The acquired is 
not present at the onset of menstruation, but comes into 
existence in the course of menstrual life, after an interval of 
painless menstruation. This form may be acquired during 
maidenhood or in the course of a sterile marriage, or after 
child-bearing. A very large number of cases of this form 
arise after, and in consequence of, child-bearing and the 
motley group of evils which often wait upon it. These I 
dismiss, together with those which originate in the course of 
barren married life. Our inquiry is, therefore, restricted to 
the history of dysmenorrhcea — primitive and acquired during 
single life. These are the least complex forms, inasmuch as 
marriage and child-bearing are eliminated. 

In consequence of the difficulty — amounting to impos- 
sibility — of observing the whole career of many cases of 
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the affection by reason of its prolonged duration, we are 
compelled to have recourse to a kind of patch-work in order 
to sketch it; parts have to be taken from many different, 
cases, all, however, being cases of primary dysmenorrhcea. 
By examining different cases at different ages, we obtain a 
series of pictures of the affection at different stages of its 
course, which, when put together in order, give us a more 
or less accurate account of it throughout the whole of its 
duration. 

In the investigation regard must be had to several matters. 

The pain — ^its seat, character, duration, its relation in point 
of time to the appearance of the menstrual discharge. 

The menstrual discharge, the rhythm of its appearance, 
its amount, character, and the changes which take place in it. 

The conditions found in the pelvis on physical exploration, 
conditions of the uterus itself and of the surrounding tissues. 

The material for this paper was obtained from observa- 
tions made in 1944 cases. Of this number 873 suffered 
from primary dysmenorrhcea, and 22 from acquired pain, 
though, I think, 11 of these cases only should be regarded 
as cases of dysmenorrhcea. Of the 22 women, 2 only were 
married, but they had acquired dysmenorrhcea during single 
life. 

About the acquired form I have very little to say and that 
I say here* 

The pain appeajred to be caused by — 



Fibrous polypus in * 
Fibrous tumour in . 


. 1 case 
. 4 cases 


Perimetritis including ovaritis ; 


• 3 ii 


Movable kidney * * * 
HaBmorrhoids « * * * 


' 2 „ 

• 1 case 



Total 11 

The 6 cases of tumour require no comment; 

The 3 cases of perilnetritis were briefly as folloWs : — Ohitj 
followed a blow on the lower part of the abdomen during 
menstruation; One was said to have followed liftings and 
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the left ovary was found prolapsed and tender. The third 
was unaccounted for; the uterus wasretroverted and slightly 
flexed but movable. 

In one of the cases of movable kidney the pain was in the 
right iliac fossa and down the thigh. . It might have been 
taken for ovarian pains^ but it was rather high up for it, 
and it was continuous and not worse at the menstrual epochs. 
The uterus was not examined. 

In the second the pain was over the whole of the 
abdomen. It came on first with sickness, and the patient 
was laid up for a fortnight. Since that time she has had 
pain with menstroation. The tymen was perfect; the uterus 
slightly anteflexed. The right kidney was freely movable, 
and its lower end could be brought down to below the level 
of the umbilicus. 

In the case of haBmorrhoids the pain was sacral and con« 
tinuous, but aggravated during the menstrual flow. 

If we exclude these 11, there remain but 11 cases of 
acquired dysmenorrhsea. 

Two of these were not examined : both were younff ffirls 
of nineteen years of age ; one wa3 extremely L»nIo and 
the other suffered from menorrhagia. 

In two the condition of the uterus at the time of the 
dysmenorrhoea could not be ascertained, for one was pregnant, 
and the other had had several children. 

The latter was curiously interesting and instructive, for 
the suffering was temporary only. She stated that she 
was pale and out of health at the time ; she changed hef 
situation, her health improved, and menstruation becamr 
painless. 

In one case the uterus was much smaller than normal and 
lay obliquely in the pelvis, the fundus apparently touching 
the right ovary^ which could readily be felt. This condition 
was apparently congenital. The patient was markedl]^ 
ansBmic* 

In two cases there had been vomiting of blood. One of 
these> moreover, presented all the symptoms of ulcer of the 
Stom£lich> for Which she had been treated for some months j 
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she suffered also from menorrhagia. The menstrual suffer- 
ing was said to have begun several months after the monor- 
rhagia and symptoms of gastric ulcer had set in. 

In the second case the source of the blood vomited was 
not made out. The patient said that the dysmenorrhcea 
came on about the same time as the vomiting of blood* 

In both cases the uterus was of normal shape^ size^ and 
position. 

In two of the cases the dysmenorrhcea was referred in 
some way to a previous attack of smallpox. 

One of these had had smallpox at seventeen years of age, 
when she had menstruated regularly for between two and 
three years. On getting about when convalescent she was 
attacked with shivering, dizziness, and intense pain in the 
abdomen. She stated that she became delirious, and was 
laid up for some weeks with inflammation of the bowels. 
From that time she suffered from dysmenorrhcea and irregu- 
larity (the intervals being too long) in the appearance of 
the flow. She had been married ten months when I first 
saw her; she had not been pregnant. The uterus was 
somewhat small in volume and retroverted. The cervix was 
long and narrow. There was no physical condition pointing 
to perimetritis, although it is not improbable that the dys- 
menorrhcea was the result of an attack of inflammation 
involving the perimetrium. 

In the second case there was backache present for a week 
before each menstrual epoch since she had smallpox at the 
age of eighteen. The uterus appeared to be in every respect 
healthy. The patient was extremely anaemic. 

In one of the remaining three cases the uterus was normal 
in shape, size, and position. 

In one, who complained of pain in the ovarian region, 
back, and pelvis, the uterus was slightly antecurved. No 
ovary could be felt. 

In the third the uterus was acutely anteflexed. 

The number— five— in which ansemia was present bears 
so large a proportion to the total number of cases — eleven — 
that it seems not improbable that a causal relation exists 
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between it and the dysmenorrlioea, thougli with one excep- 
tion none of these oases supply strong evidence of it. 

I would direct particular attention to the smallness of the 
number of cases of acquired dysmenorrhoea in single women. 
They number eleven only, and these are all that were met 
with in 1944 cases, while in the same number of cases 
primitive dysmenorrhoea was met with 874 times, or nearly 
80 times as often. 

We come now to the cases of primary dysmenorrhcea. The 
pain was referred to the lower abdomen, the bottom of the 
back, and the thighs. Generally it was referred to the back 
and pelvis ; in some to the pelvis alone, in some to the 
back alone. 

There were but eleven exceptions to this, and in these the 
pain was said to be in one or other ovarian region from the 
first. The following is a brief account of these cases. 

S. S — J 83t. 33, eleven years married, sterile, complains 
of pain in the left ovarian region. She began to men- 
struate in her fifteenth year, continued regular every four 
weeks, but one month the flow was abundant and the next 
a mere show. She says she had pain with it in the left 
ovarian region from the first. She says she has had two 
operations performed on the womb. The uterus was mov- 
able, normal in position ; the cervix was large, rough, the 
OS patulous. The cervix had probably been divided. 

J. 0—, set. 40, eighteen years married, sterile, began 
to menstruate in her seventeenth year, was for some 
time very irregular, menstruation being absent for months. 
She became regular before her marriage and has continued 
so since. Menstruation was always accompanied by pain in 
the back, pelyis, and left ovarian region. The discharge 
used to last a week and contained clots and shreds. About 
her nineteenth year the flow became very profuse, lasting a 
fortnight each time, for about six months. During the last 
three years the flow appears for one day, then ceases and 
returns again. The uterus was retroverted and fixed and 
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could not be replaced. There was a fissure in the left side 
of the cervix^ and she stated that she had the ''womb 
opened " thirteen years ago. 

C. C — , 89t. 33, married fifteen years, sterile, began to 
menstruate in her thirteenth year, was regular every four 
weeks from the first, but always had pain with it in the left 
ovarian region and nowhere else. The uterus was in the 
normal position, the cervix was conical ; the sound entered 
for two and a half inches, and gave great pain as it passed 
the inner orifice. There was a tender spot to the left of the 
uterus posteriorly but no ovary could be felt. 

E. H— , 89t. 36, married nine years, had one child eight 
years ago, began to menstruate in her twentieth year, 
was quite regular, but had pain with it in the right groin and 
back. The discharge was a mere show and never lasted 
more than one day. Marriage made no difference in this 
respect. For the last three months it has been getting less 
and less. 

The uterus was of normal size, movable, and retroflexed. 
The left ovary was prolapsed and tender. 

S. M — , 89t. 30, married ten years, sterile, began to men- 
struate about twelve years of age. Menstruation returned 
at irregular intervals, varying from four to seven weeks. It 
was very scanty and of a pale 'greenish colour. It ceased 
entirely two years after her marriage. 

The uterus was drawn to the left, the fundus being fixed 
close to the left wall of the pelvis. The organ was small, 
and the sound entered for less than two inches. 

M. A. — , set. 39, married, had had eight children. The 
catamenia appeared first about the twelfth year; they 
returned regularly every four weeks, were abundant, and 
accompanied by great pain in the left ovarian region. She 
had a similar pain after her marriage. 

Th^ uterus was prolapsed, the cervix outside j the sound 
entered four inches and a half, The body of the organ 
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could be felt in the pouch of Douglas, was movable, and 
very tender. 

The remaining five were single. 

A young girl, set. 17, a patient of Mr. Christopher Heath, 
began to menstruate about two years previous to my seeing 
her. She was not regular, the flow was scanty and returned 
at long intervals. She had severe pain with it in the left 
ovarian region. The uterus was small and fixed to the left 
side of the pelvis. The sound could be introduced one inch 
and a half only. 

M. D — , 89t. 23, single, began to menstruate at seven- 
teen years, and has been regular since every four weeks. 
The fiow is a mere show, and lasts one day only. It is 
accompanied by severe pain in the left ovarian region. 

The examination was made per rectum, and it showed that 
the uterus was but a thick cord lying in the left side of the 
pelvis. 

E. W— , 89t. 27, single, was poorly first at fourteen, has 
been regular every four weeks. The flow lasted five days 
and was abundant. She had always slight pain with it in 
the left ovarian region, but it has been much worse for two 
months. The 'pam went through to the back, but not down 
the thighs. 

The hymen was perfect, and the examination was made 
per rectum. The uterus was drawn to the left side and was 
less movable than natural. 

E. S— , 89t. 19, single, has been poorly six times alto- 
gether since she was sixteen years of age. Menstruation 
was very scanty and accompanied by great pain in the left 
ovarian region and both legs. 

E. ,H — , set. 21, menstruated first in her seventeenth 
year. She was at first irregular, going three months 
between the epochs, but she is now regular. The fiow is 
very scanty, lasts three days, is of a dark colour, and accom- 
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panied by a great deal of pain. She has had pain in the left 
ovarian region since she began to menstruate, it is con- 
tinuous, but gets worse towards evening when she is 
tired. 

The uterus retroverted and flexed, the fundus could only 
with difficulty be raised out of the pouch of Douglas, The 
sound entered for two inches and a half. There was no 
sweUing or tenderness on the left side. 

I am disposed to place but httle reliance upon the six 
married women as cases of primary ovarian pain, and for 
the following reasons : — There was in all of them except one 
physical evidence that they were sufferers from acquired 
ovarian pain. This consisted in the presence of perimetritis 
or ovaritis in four of the cases, in a fifth the cervix had 
apparently been incised, a proceeding frequently followed 
by perimetritis, though there was no evidence of it in this 
case. In the remaining case it is not improbable that the 
ovarian pain was primary, for the uterus was on the left side 
of the pelvis and only two inches in length. These women 
were all over thirty years of age, and had doubtless suffered 
from ovarian pain for a long time, so that they had come to 
regard it as primary in its origin. 

Besides in 111 cases of dysmenorrhoea under twenty-five 
years of age primary ovarian pain was complained of in four 
instances only. One of these was not examined. In the 
three others the uterus was placed on the left side of the 
pelvis, the left broad ligament being shortened, and in two 
of them the uterus was undeveloped. So that it would 
seem that in a case of primary pain referred to the ovarian 
region we should expect to find an undeveloped uterus with 
a short broad ligament on the side affected, the pain being 
really uterine and not ovarian. 

In the fifth case, which was under thirty years of age, the 
fundus of the uterus was in the pouch of Douglas and 
grasped by the sacro-uterine ligaments, in fact, in a hernia. 

To describe pain is not always easy, and the women ques- 
tioned upon this subject were often not a little perplexed. 
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In young girls generally it was said to be paroxysmal, 
'' bearing down," ^' forcing," " sharp, cutting piercing," 
'' shooting cutting," '' dreadful griping," "Hke drawing up 
into knots," and now and then as a continuous aching with 
paroxysmal bearing down. Women who had borne children, 
and consequently had had a larger experience in pain, 
exhibited more skill in their description. They used in 
their account of it the same terms as their less-experienced 
sisters, but frequently stated also that it was like labour 
pains. In rare instances it was said to be not like labour 
jpain, either because it was less severe, or because it was 
continuous. 

As a rule, dysmenorrhcea lasts in single women throughout 
menstrual life. In a small proportion of cases, however, it 
ceases in the course of a few years after the menstrual func- 
tion has been established. 

I have notes of 6 cases in which this happened. In 
3 of them menstruation was irregular and painful until the 
ages of eighteen, nineteen, and twenty respectively, and 
regular and painless afterwards. 

In 2 the function was regular and painful Until, but pain- 
less after, twenty. 

In 1 who had always been regular it was painful for a 
few months at the commencement only. 

Occasionally the pain becomes less severe in the course of 
years ; in some cases it intermits, is absent for one or two 
periods, and returns again; in others, again, it gradually 
increases in severity. 

This is perhaps the place to refer to the effects of 
marriage on the pain. Of the 874 cases 681 were married ; 
581 had borne children, and 100 had not; 73 of the latter 
had been married three years or more, and may be con- 
sidered to be sterile, according to Dr. Matthews Duncan's 
observations. 

In 25 of those who had not borne children the pain con- 
tinued after marriage much the same as it was before ; in 4 
the pain became less for a time, but got worse again ; in 1 
it was cured; in 13 it became much worse. So that from 

VOL. XXIV, 8 
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these meagre numbers the influence of marriage, if sterile, 
appears to be unfavorable. 

In 3 menstruation was increased in quantity after 
marriage. 

In 122 of the fertile women the pain disappeared or 
became much less after childbearing, and in 177 it was not 
any better. In the remaining cases I have no note on this 
point. 

The proportion of sterile to fertile women suffering from 
primary dysmenorrhoea is about 1 to 12. 

The pain came on usually at the beginning or soon after 
the appearance of the flow, or at an interval varying from a 
few hours to a couple of days before, and lasted in the 
majority of the cases for the two or three first days of the 
discharge ; in some it ceased as soon as the bleeding became 
manifest. There were some exceptions to this, however, as 
the following cases show, in which the pain came on before 
the appearance of menstruation, and continued throughout 
the flow or for some time after it had ceased. 

S. M — , set. 44, twenty-two years married, fertile, 
began to menstruate in her tenth year ; was regular every 
four weeks from the first. The flow lasted a week, was 
profuse and clotty, and accompanied by severe labour-like 
pains which confined her to bed for two or three days. 
The pain used to come on a day before the appearance of 
the discharge, and last a day or two after it had ceased. 
She had very little pain with it after her marriage. 

J. P — , 8Bt. 26, single, began to menstruate in her 
fifteenth year; was regular every four weeks. About 
five years ago she was poorly every fortnight for about 
four months. Menstruation has always been accom- 
panied by sharp paroxysmal pains across the back and 
pelvis, setting in two days before the beginning and con- 
tinuing until two days after the end of the flow. The dis- 
charge was abundant and free from clots. 

A. A. W — , 89t. 17, single, menstruated first in her 
sixteenth year; was regular for a short time only. For 
twelve months she has been poorly about every four 
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montlis only. The discharge was moderate, lasting four or 
five days, clotty, and accompanied by bearing-down pain 
across the back and pelvis. The pain begins one day 
before and lasts throughout the epoch. She has had pain 
in the left side for three months. It came on after lifting. 

'The uterus was in the normal position; the sound entered 
for two inches only ; there was a tender spot on the left of 
the uterus posteriorly, but no ovary could be felt. 

M. H — , 8Bt. 21, single, began to menstruate in her 
seventeenth year; was always irregular, the intervals 
varying from four weeks to four months. The flow was 
profuse, lasting a week, and was accompanied by great 
pain across the back and pelvis, " just like knives sticking 
into you." The pain came on the second day of menstrua- 
tion, and lasted throughout the flow. The discharge conr 
tained "clots and bits of flesh," The uterus appeared 
to be normal, slightly curved forwards. 

L. P — , 83t. 24, single, began to menstruate in her 
eighteenth year, and was regular every four weeks. The 
flow was not much, lasted three days, was clotty, and 
always accompanied by pain across the pelvis. The pain 
came on two or three days before the discharge, and lasted 
till it ceased. 

An explanation of such cases may perhaps be found in 
the following : 

J. R — y 8Bt. 29, married, sterile, began to menstruate 
about fiflfeen. She was regular every four weeks ; the dis- 
charge was free, lasting six days, accompanied by a great 
deal of bearing-down pain for the first two days. 

The uterus was low down; the cervix conical; the os 
tineas very small and round; the body of the uterus was 
felt posteriorly, and was freely movable. The right ovary 
was prolapsed, but not tender. 

Three days after the cessation of a menstrual flow the 
cervix was incised, and in the os tineas and lower part of 
the cervical canal a degenerated membrane was found. On 
examination this membrane was found to contain uterine 
glands, and proved to be a portion of the decidua. 
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The usual time for the expulsion of membranes is the two 
or three first days of menstruation, but this case shows that 
such membranes may be retained in the uterus for some 
days after menstruation has ceased. Such occurrences 
tend to explain the continuance of the dysmenorrhceal 
pain in some instances throughout menstruation and after 
its cessation. 

In some cases the pain is said to begin a week before the 
menses appear ; this is met with, however, not in the younger 
subjects of dysmenorrhoea, but in those who have suffered 
for many years. 

These cases are to be explained probably by changes 
which take place in the structure of the uterus, and in its 
peritoneal covering and its appendages in the course of 
dysmenorrhoea. 

The next subject we have to consider is the menstrual 
fluid. 

The ages at which menstruation commenced in these 
cases will be seen from the following table : 

It appeared between 9 and 10 years in 5 cases. 
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This gives us a mean average age for the first appearance 
of menstruation which does not differ materially from that 
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calculated by Dr. Tilt from 4768 cases observed by Lee, 
Murphy, Guy, and Tilt. 

Menstruation recurred at regular intervals of 

four weeks from its first appearance in 588 cases. 
„ at irregular (too long) intervals 177 ^, 
„ „ (too short) ,, 34 „ 

„ at irregular \, 36 „ 

? • 36 „ 

Menstruation was profuse or very much in 166 cases. 

„ moderate or not excessive „ 54 

„ scanty „ 106 

„ very scanty „ 86 

„ varying „ 5 

The fluid contained clots or shreds „ 305 

„ no clots „ 114 

It will be seen from these figures that about two thirds 
of all the cases were regular every four weeks, and somewhat 
less than one-third irregular — the irregularity in the great 
majority of cases taking the form of infrequent, and in a 
small number of too freqaent menstruation. 

It will be further noticed that the quantity or character of 
the menstrual fluid was noted in 419 cases, or nearly one 
half the whole number. It was moderate in 54, or about 
one eighth; profuse in 166, or about two fifths, and scanty 
or very scanty in 192, or almost one half the number. 
Again there were clots or shreds in 305 or three fourths of 
the cases, while none were noticed in the remaining one 
fourth. 

Women frequently state that the catamenial fluid does 
not contain clots or shreds when the reverse is the case. 
This I have found in several instances in which I have had 
the fluid collected. In some cases it is not possible to collect 
the fluid for examination, because it is a mere show, only a 
slight, pale, green, or dark stain. Yet in some such cases 
there is no doubt that membranous shreds are expelled 
though they remain undetected. I have published one such 
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case in the ' Transactions ^ of the Society (vol. xix), in whicli 
the decidua was expelled without . any appreciable san- 
guineons discharge. 

The following is a case in which the patient denied the 
ptesence of clots or shreds in an extremely scanty flow, and 
yet membranes of considerable size were shed and discovered 
quite accidentally. 

S. R. 8Bt. 23, married three years, sterile, began to 
menstruate in her fifteenth year. Menstruation returned at 
regi^dar intervals of four weeks : the flow was very scanty, 
pale, green, and dark, and lasted a week. It contained 
neither clots nor lumps. It was accompanied by severe 
bearing-down pain, which became worse after marriage. The 
uterus was drawn to the right side, the right broad liga- 
ment was shortened, the cervix was long and conical, and 
the body was slightly anteflexed, with slight tenderness 
around it. 

On Feb. 28th 1879, she came to the hospital and stated 
that menstruation had begun the previous day, that the 
discharge was very scanty and contained neither clots nor 
shreds. I examined her and found the discharge in the 
vagina scarcely stained with blood, although a small quantity 
was coming through the os uteri. In the vagina, however, 
I found a membrane half an inch in length and in breadth, 
in which uterine glands were discovered. It was about 
one sixth of the whole of the inner surface of the body of 
the uterus. 

The inference that in other cases presenting symptoms 
like those met with in this, similar shreds of membranes 
would be found on examination appears to me almost 
irresistible. 

The presence of clots or shreds in the menstrual fluid is 
far more common than is generally supposed. They were 
said to be present in 305 out of 419 cases, and the statements 
already made justify us in the conclusion that they are pre- 
sent in a still greater proportion of cases. 

In this place one point is worthy of note, and that is, 
women not infrequently state that the menstrual fluid is 
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scanty or even pale, and that it at the same time contains 
clots or bits of jelly. I have examined specimens of these 
and found frequently the clots and jelly to be portions of 
^decidua. In some cases the so-called jelly proved to be mucug. 
When the menstrual discharge is very scanty the so-called 
clots in it are usually, I think, decidual shreds ; this may be 
the case also when the flow is abundant, but it is not neces- 
sarily so. 

The clots and shreds are usually expelled during the two 
or three first days of menstruation ; in rare instances, how- 
ever, they are passed at any time during the flow, or 
even a few days after its cessation, as in the case already 
related. 

My notes are not sufiicient to enable me to give an account 
of the changes which take place in the menstrual fluid, 
but they are of various kinds, depending in part on 
accidental circumstances, which I have not been able to eli- 
minate, and in part on the change which takes place natu- 
rally in the uterus of subjects of dysmenorrhoea. 

After a period of regularity the flow may remain absent 
for months, and may again return at regular or irregular 
intervals, or it may become increased in amount and recur 
too frequently, or it paay gradually decrease in quantity — 
the process continuing for years — and become pale, green, 
or watery. In some instances the shreds and so-called clots 
become larger, and this may happen although menstruation 
becomes more and more scanty. 

The next subject of inquiry is the state of the pelvic 
organs, and we require to know the state of these organs at 
the beginning of dysmenorrhoea and at various stages of its 
course ; for it is by comparing the results found at diflferent 
periods, that we learn the efEects of painful menstruation 
upon the generative organs. 

Hitherto all cases, married and single, — have been utilised, 
but in this part of the inquiry we must have regard to the 
conditions met with in single women only, for marriage, be 
it sterile or fertile, may produce changes in the pelvic organs 
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which render it impossible to recognise by physical exami- 
nation the condition originally present. 

With a view to obtain results for comparison we will 
divide the cases into groups according to their ages, each 
group embracing a period of five years. 

Under fifteen years of age there was one case. 
Between 15 and 20 years there were 50 cases. 
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It is in those under twenty years of age that we expect to 
find the condition of uterus present originally in primary 
dysmenorrhcea. These numbered altogether 50; of these 
21 were physically investigated. The investigation was 
made by the bimanual method and the sound ; in some by the 
bimanual method only, and in some this method was conducted 
per rectum only. The results obtained by the bimanual method 
alone are not, it is true, of equal value with those obtained 
by this method combined with the use of the sound ; yet in 
a large number of cases, I think the- majority, it gives more 
valuable information than simple digital examination, though 
combined with the use of the sound, and I shall have to 
refer to cases in which the sound showed the organ to be 
of full length, when bimanual examination proved it to be 
but a thick cord. 

In estimating the condition of the uterus regard must be 
had to three things, viz. its volume, the length of its canal, 
and its position. The two former are of essential and equal 
importance, and it is to be regretted that we cannot estimate 
the volume with the same accuracy as we can measure the 
length of the canal. The position of the uterus, although 
not of the same importance as the other two, may incident- 
ally throw some light upon the subject of our investigation. 
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In 15 of the 21 cases examined under twenty years of age 
the uterus was estimated to be smaller than normal. 

In 4 of these it was very small ; in 5 others the canal 
measured by the sound 2 in. and in one it measured 1^ in. 
only. 

In one the uterus appeared to be very small, but the exami- 
nation was not satisfactory. 

In the remaining 4' the uterus was estimated to be 
smal!er than the fully-developed organ, but the sound was 
not used ; in one of these the uterus was placed in the right 
side of the pelvis, and the right broad ligament was evi- 
dently shorter than the left. 

In 6 of the 21 cases the uterus appeared to be of normal 
-size ; in one of these it was fixed by perimetric effusion of 
probably gonorrhoeal origin. 

In 2 of the cases only was ovarian pain complained 
of. In one it was primary, and the case has been already 
alluded to. 

In the second the ovarian pain was secondary and was 
acquired three months previously. No ovary or swelling 
could be felt, but there was tenderness on the left of the uterus 
posteriorly. 

I was not prepared for a result of this kind, viz. to find in 
one half the cases a markedly small uterus and in two thirds 
of them what seems to be an imperfectly developed organ. 
The exact estimation of the volume of the organ is not 
possible, and when the volume varies from the normal in 
a slight degree only, it would escape detection. Under 
these circumstances it may be fairly asked, were the six 
uteri, which appeared to be of normal size, fully evolved, or 
were thay organs which had remained just short of the full 
evolution ? 

There were 62 cases between twenty and twenty-five years 
of age, of which 40 were examined. In 14 of them the 
uterus was of small size; in 1 of these it was very small; 
in 1 it was like a thick cord lying in the left side of the 
pelvis ; in 1 it measured by the sound one and a half inch, 
and was in the left side of the pelvis ; in 3 it measured two 
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inches only by tlie sonnd, bnt the body was no thicker than 
the cervix ; in the remaining 8 it was estimated by bimanual 
examination to be smaller than normal. 

The uterus was of normal size in 18 cases ; in 4 of these 
it was placed obliquely in the pelvis with the fundus to the 
rights the broad ligament on that side being shorter than 
that on the left. The uterus was retroverted or flexed in 3, 
and anteflexed in 1 case. In 2 cases the cervix was conical^ 
1 of them being a case of anteflexion. In 1 case in which 
the uterus was small and in 1 in which it seemed normal^ 
the body of the organ appeared to be somewhat rounder 
than that of the well-formed uterus. This I have met with 
in several instances^ and it may be due to a hypertrophy of 
an imperfectly developed uterus, consequent upon the action 
of its muscular tissue called forth by the dysmenorrhoea. 

There were 3 cases of haematocele, 2 of fibroid tumour, 
and 3 in which the body of the uterus was somewhat larger 
than natural. In 2 of the latter the increase in size may 
have been due to treatment to which they had been pre- 
viously subjected. 

In 19 of the cases there was complaint made of pain in 
the ovarian region; and in 1 only of these was.it stated to 
have been present from the onset of menstruation. 

Between twenty-five and thirty years there were 38 cases, 
26 of which were examined. In 4 the uterus was smaller than 
normal ; in 1 of these cases the uterus was two and a half 
inches in length, but like a thick cord, and in 1 it was 
placed on the left side of the pelvis. 

The uterus appeared to be of normal size in 21 cases. It 
was placed obliquely in the pelvis with the fundus to the 
right in 5, and to the left in 3 cases. It was retroverted 
and flexed in 3, anteflexed in 3, a little large in 1. In 1 case 
the body was of a rounder form than the normal. 

In 11 cases an ovary was prolapsed and tender. 

There were 11 cases between thirty and thirty-flve years 
of age, and 10 were examined. In 4 the uterus was small; 
in 2 of these it measured but two inches in length by the 
sound. The uterus was large and heavy in 1 and the sound 
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entered for three inches. It was of normal size in 4 
retroverted in 2, anteflexed in 1, and drawn to the left side 
in 1. 

In 5 cases an ovary was prolapsed and tender; in 1 there 
was perimetritis. 

Between thirty-five and forty there were 13 cases ; 10 were 
examined. In 2 the utems was small ; in 1 of these the body 
of the organ was rounder than usaal^ and menstruiation ceased 
at the age of twenty-three years ; in the second the nterine 
canal measured two inches in length and the right broad 
ligam^it was short. 

Ovaritis was present in 3 cases. 

There were 8 cases between forty and forty-five, 7 were 
examined. In 3 the uterus was small; in 1 of these the 
uterine canal measured less than two inches, and the body 
presented the round character already mentioned ; in 1 (a 
woman who had ceased to menstruate ten years previously) 
the uterus was senile and the seat of pedunculated subperi- 
toneal fibroids. 

In 2 cases the organ was of normal size, obliquely placed 
in the pelvis, with the fundus to the right in one, to the left 
in the other. 

Three cases were subjects of fibroid tumour. One was 
the subject of ovaritis. 

There were 10 cases of the ageof forty-five and upwards, of 
^hich 7 were examined. 

In 2 cases the uterus was of normal size, in one of 
which it was placed obliquely in the right side of the 
pelvis. 

Two were the subjects of fibroid tumours, 2 of prolapsus 
and 1 of cancer of the ovaries. 

General Remarks. 

The condition of uterus present in primary dysmenorrhcea 
appears to be imperfect development. This was present in 
two thirds of the cases examined under twenty years of age, 
that is, during the first five years of menstrual life : and the 
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same condition was presumably present in the remaining 
third, as imperfect performance of function at the beginning 
of the active life of an organ is at least suggestive of imper- 
fect development of that organ. A similar state of uterus 
was diagnosed in three eighths of the cases examined between 
twenty and twenty-five. This difference between the two 
periods may be said with some reason to be due to the 
natural development of the organ after the age of twenty, 
and I have no doubt that this is in part true. The uterus 
should, however, be fully developed before the twentieth 
year of life, and I think it probable that some of the differ- 
rence should be ascribed not to the cause mentioned, but to 
a true hypertrophy of an organ whose growth has been 
arrested just short of full evolution, the hypertrophy resulting 
from the muscular action called forth at every epoch in 
the form of dysmenorrhoeal spasm. 

There are certain facts which speak for this view. The 
first is that in some of these cases the body of the uterus is 
more round than that of the typically evolved organ, and 
this is more especially the case on the anterior surface. I 
believe this rotundity to be the result of hypertrophy, because 
I have met with it not in early but in advanced periods of 
dysmenorrhoea, and in uteri the canals of which measured 2 
inches only, as well as in those in which it measured fully 
24 inches or even more. 

The second fact is the frequency with which the uterus 
occupies an oblique pr later9.1 position in the pelvis, owing 
apparently to a short broad ligament on the side to which 
the uterus is displaced. This was found 16 times in 86 
cases under thirty years of age. The short broad ligament is 
not the result of contraction in consequence of inflammation 
occurring after puberty, for we know that inflammation 
attacks the left far mjore frequently than the right side of 
the pelvis, while in these cases the short ligament is found 
twice as often on the right as on the left. 

The third reason for the view stated is the frequency of 
irregularity, scantiness of discharge, or some abnormality of 
the menstrual function in addition to the dysmenorrhoea. 
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This it is true may be accounted for in yarious ways, and I 
do not lay great stress upon it, although in conjunction 
with the other reasons mentioned it is not without weight. 

The first two facts seem to me to point directly to a state 
of imperfect development. 

In the third quinquennial period of menstrual life — twenty- 
five to thirty — ^we find a still smaller proportion of small uteri 
4 only in 26 cases. We find, however, 9 cases in which the 
organ was placed obliquely in the pelvis, the fundus being to 
the right in 5 and to the left in 4. 

Between thirty and forty years there were 5 small uteri 
in 17 cases, and one case in which the right broad ligament 
was short. 

Fourteen cases of forty years and upwards were examined. 
Among these were found two small uteri; these were 
placed obliquely in the pelvis, two to the right and one to 
the left. 

It appears, then, that one result of dysmenorrhoea is a 
.slight hypertrophy of the body of the uterus. 

In some cases the tissue of the organ becomes softer than 
. natural. Whether this be the result of dysmenorrhoea, or 
an associated condition, I cannot say. It is observed in the 
younger subjects and is often associated with profuse men- 
struation. In other cases the uterus is much harder than 
natural and the cervix cuts like cartilage. This is seen 
after years of suffering in organs which are rather below 
the normal size, and is generally if not always associated 
with scanty menstruation. Other cases present an eversion 
of the mucous membrane of the cervix, simulating an erosion 
or the so-called ulcer. This is found, in so far as I know, 
after many years of dysmenorrhoea, and I have never met 
with it in conical cervix with small os tineas. It is a con- 
dition which reminds one of hesmorrhoids. 

There is one other lesion caused by dysmenorrhoea which 
I would mention, namely, ovaritis and perimetritis. This 
was observed in a large number of cases, but in one only 
under thirty. It was due to a variety of causes but in some 
it appeared to result from the dysmenorrhoea. I do not wish 
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to pursue this subject further, as I hope to treat of it on 
another occasion. 

A question naturally arises here. What relation, if any, 
exists between the separation and expulsion of shreds of 
decidua and the clots and the menstrual pain ? The pain is 
present usually just before the appearance and during the 
two or three first days of menstruation, but it may continue 
throughout and for a few days after menstruation has ceased. 
From the commencement of bleeding in the uterus to the 
appearance of the blood at the vulva, a period of twelve hours 
or more elapses. I have had but one opportunity of veri- 
fying this. In that instance I found a sanguineous discharge 
in the upper part of the vagina which did not appear exter- 
nally until twelve hours afterwards. The clots and membranes 
are expelled usually during the first two or three days of the 
flow, but as I have shown, they may be retained in the uterus 
until a later period, and even until three days after it has 
entirely ceased. This would favour the view that a causal rela^ 
tion exists between the separation and expulsion of these 
masses and the menstrual pain. The term membranous 
has been applied to that form of dy smenorrhcea in which the de- 
cidua is shed as a perfect cast of the uterus, or in large pieces 
that can hardly be overlooked, but it can with equal propriety 
be applied to very many, perhaps most, of the cases which we 
have been considering, and the restricted use of it has been 
due to ignorance of the fact that decidual shreds are so fre- 
quently expelled. There is indeed every grade of mem- 
branous dysmenorrhoea from the most to the least typical. It 
is generally believed that the separation and expulsion of the 
membrane in the typical cases stands in some causal relatioh 
to the pain, and I believe there is good ground for believing 
this to be the case all down the scale. I do not suggest 
that the difficulty of expelling these shreds and clots is the 
cause of the pain, but rather that their passage through the 
inner orifice of the utarus excitee the organ to spasmodic 
and painful contractions. There are doubtless other factors 
in the production of this^painful disorder, the most impor- 
tant of whick^ perbapsi, are the conditions of tissue — ^which 



ON THE NATURAL HISTORY OF DT6MEN0RBH(EA. 127 

we are unable to appreciate — ^present in imperfectly developed 
organs and anaemic subjects, but their discussion is beyond 
the scope of this paper. 

Conclusions,, 

1. Dysmenorrhoea should be studied first under the 
least complex conditions — in single women, 

2. Dysmenorrhoea in single women is rarely acquired ; 
it is almost invariably primary, viz. it appears with the 
menstrual function, 

3. Dysmenorrhoea in a few, but rare, cases ceases 
spontaneously a few years after puberty. 

4. Marriage, if sterile, aggravates the disorder in many 
cases ; it is only very seldom that it relieves the pain. 

5. Child-bearing cures a large number of cases, and it 
is not impossible that were all puerperal complications 
excluded it would cure every case. 

6. The proportion of sterile to fertile women subjects 
of primary dysmenorrhoea is one to twelve. 

7. Menstruation begins in women who become sufferers 
from primary dysmenorrhoea at about the estimated average 
age for the appearance of the function in London. 

8. Menstruation is regular in about two thirds of tbe 
cases, and irregular in about one third, 

9. The menstrual fluid is profuse in about two fifths of 
the cases, scanty in about one half. It contains clots or 
shreds in about three fourths. 

10. The changes which take place in the fluid in the 
course of dysmenorrhoea are various, and cannot at present 
be classified. 

11. The uterus is imperfectly developed. It may be 
too short, or too small in volume, or it may be defective 
in both respects. The cervix may be conical, and the os 
small and round, but stricture of the canal in any part of 
its course is infinitely rare. 

12. The changes in the uterus due to dysmenorrhoea 
are slight hypertrophy, erosion and eversion of the mucou6 
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membrane of the cervix^ and catarrh. The cavity 
increases bnt little in lengthy for after years of suffering 
it measures rarely more than two and a half inches in 
length. In the early stages the tissues of the uterus are 
in some cases soft ; in the more advanced^ hard. 

13. The hypertrophy of the uterus is probably the result 
of periodically increased muscular action. 

14. Ovaritis, and perimetritis are possible consequences 
of dysmenorrhoea. 

15. The menstrual pain is the result of spasm of the 
uterus^ excited by the separation and expulsion of shreds 
of decidua and clots^ in an organ. whose sensitiveness in the 
performance of its function is enhanced by inappreciable 
conditions of tissue dependent on imperfect development^ 
often associated with others^ such as anesmia. 



Dr. Savage said Dr. Williams's paper was so long and elaborate 
that on coming to the end one forgot the beginning of it. For 
the present, therefore, he would only remark that the broad 
ligament was never unsym metrical, the uterus was always iu the 
centre of it ; the apparently elongated side was due to deficient 
uterine development on that side. As to uterine glands in 
uterine casts, the glands never came away bodily. Nothing more 
than the circlets of cells surrounding the apertures of those 
glands were perceptible in these casts. Fragments of casts, 
more or less minute, «dways came away with menstrual fluid. 

Dr. Babkes was glad to be able to endorse some of Dr. 
Williams's leading propositions. It was, he submitted, a funda-* 
mental fact in physiology that a healthy organ would perform 
its functions without pain, certain remote or constitutional con- 
ditions not enterihg into the case. He recognised the truth of 
the proposition that in a certain proportion of instances, imper- 
fect development of the uterus was a factor in dysmenorrbcea, 
but he thought Dr. WilUams's estimate of the proportion was 
too high. The frequency with which he (Dr. Barnes) found 
pregnancy to follow upon the proper treatment of the dysmenor- 
rhseic uterus was enough to prove that the uterus itself, equal 
to its functions, was fairly developed. He believed also that 
Dr. Williams had under-estimated the frequency of acquired 
dysmenorrhoea in single women. Under unusual exertion or 
from falls — ^he had seen several cases from falls on the ice 
during the ^eat skating winter — the uterus might be retro*. 
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verted; and from other causes dysmenorrhoea might be pro- 
duced. Two most frequent conditions in immediate cause and 
relation with dysmenorrhoea and sterility with which he was 
familiar were a narrow os externum uteri and flexion, either at 
the junction of neck and body, or in the course of the cervix 
itself. When one or other of these conditions or both together 
existed, dysmenorrhoea would commonly persist until they were 
remedied. Dr. Williams had recognised the fact upon which 
Dr. Barnes had often insisted, that dysmenorrhoea is the 
expression of difficulty in emptying the uterus, that is, of obstruc- 
tion. He was pleased to find that Dr. Williams did not adopt 
that most unplulosophical doctrine of spasmodic dysmenorrhoea 
as a primary or essential condition. Spasm of a hollow muscular 
organ was the consequence of internal irritation or of obstruction 
at its outlet. The uterus fell under this general law. In the 
same way Dr. Williams had properly recognised that enlarge- 
ment of the uterus was the result of excessive muscular action 
to expel its contents ; but it was in fact due to the constant con- 
gestion of the organ from its impeded circulation. To this cause 
also were to be attributed the so-called dysmenorrhoeal mem- 
branes and shreds so frequently seen. These indicated a sub- 
acute endometritis. Wherever a mucous membrane was engorged 
or inflamed it rapidly threw off its epithelial coat. This was 
seen in the vagina and rectum ; the decidual shreds consisted 
generally of epithelial shedding, enveloped in plasma which con- 
solidated into fibrinous membranes. He doubted whether the 
true glandular structures of the uterus were often found. In- 
creasing experience embracing every variety of treatment left a 
steady conviction that whatever complications might point to 
auxiliary treatment, if the os externum was small and if flexion 
existed, these must be remedied. It was not enough that the 
OS externum admitted the sound. The secretions of the uterus 
were locked up above it, and although, as N^laton observed, the 
spermatozoa could pass where the sound could pass they could 
not live in the unhealthy secretions retained in the cervix. Two 
benefits resulted immediately from division of the cervix in the 
limited extent which Dr. Peaslee recommended, and which Dr. 
Barnes had long practised : 1st, the slight bleeding relieved the 
gorged vessels ; 2nd, the imprisoned and changed secretions of 
the uterus were released and then the os being enlarged, access 
to the uterine cavity was gained for the direct treatment of the 
unhealthy mucous membrane by painting. This course was 
entirely in accordance with sound physiology and pathology. 

Dr. Wynn Williams, after complimenting the author of the 
paper, remarked that it would be quite impossible to follow such 
minute details as had been so laboriously collected and put 
together, and whilst agreeing with many of the conclusions 
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arrived at, and also with the remarks made by the previoiis 
speakers, he could not agree with the author of the paper in the 
statement that displacements were not acquired in the virgin, as 
he could verify the remarks of Dr. Barnes that they were not 
xmfrequently acquired after falling on the ice, indeed, he had, 
noticed that the displacement took place according to the part 
of the body the patient fell upon, if on the back, as is usually 
the case, the displacement would take place posteriorly — retro- 
flexion ; on the face, anteriorly — anteflexion. Some of the worst 
cases of acquired dysmenorrhoea have arisen from falling from a 
height on the front of the body. He could call to mind several 
cases in which this has occurred ; one he could mention where a 
young lady fell through a window and afterwards suffered from 
not only dysmenorrhoea but also paralysis of the lower extremities. 
When examined by Dr. Wynn Williams the uterus was dis- 
covered to be actually anteflexed. This was replaced and kept 
in position for some time. The paralysis very shortly disappeared 
and the dysmenorrhoea also, and she afterwards went through 
the fatigues of an hospital nurse during the Turkish war. 
Another case occurred, where a housemaid fell from the top of a 
ladder when dusting some shelves. This was treated in the same 
manner and with the same results. He might here mention that 
she is now the mother of a large family. Of course any obstruc- 
tion in the course of the uterine canal will cause dysmenorrhoea, 
but the most frequent persistent cause of dysmenorrhoea, in his 
experience, is anteflexion of the uterus, and when this is the 
cause, although you may for a time relieve the symptoms, they 
are certain to return sooner or later unless you permanently 
straighten the canal of the uterus ; and he could most positively 
assert, in spite of what has been denied by others, that this can 
be done, for he had met with numerous instances where patients 
have come under his notice several years after treatment, and on 
examination he had foimd the canal perfectly straight, although 
when examined by the finger the uterus would appear to be some- 
what flexed ; this was due to a thickened state of the body of the 
uterus externally, not to any curvature of the canal itself. To 
bear out what was said by Dr. Barnes as to the small os externum 
or pin-hole os being the cause of accumulated membrane which 
prevented the free discharge of the menstrual fluid causing not 
only dysmenorrhoea but also very considerable hsemorrhage ; a 
few months ago, he was consulted by a lady, not very young, who 
was suffering from dysmenorrhoea and monorrhagia. Upon a 
cursory examination, the parts being very contracted, he came to 
the conclusion that she was suffering from a small polypus pro- 
truding through the os, but on making an examination under 
chloroform he discovered that the rounded swelling felt was within 
the OS, which was very small. On enlarging this with a lancet, exit 
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was given to fully a teaspoonful of thick, cheesj-looking material. 
He was glad to learn from Dr. Barnes that he had discontinued 
the use of the scissors in these cases, and now made the incisions 
with the lancet, as he (Dr. Wynn Williams) had witnessed very 
unnecessarily large gashes made in the neck of the uterus there- 
with. He did not consider also that the author of the paper had 
laid sufficient stress as a cause of dysmenorrhoea on metritis and 
fundal endometritis described by Dr. Eouth. 

Dr. Geaily Hewitt would express his full concurrence with 
the first or introductory part of Dr. Williams's paper referring to 
the extreme importance of considering the general as well as the 
local element in cases of dysmenori'hoea. For many years he 
himself had been endeavouring to become acquainted with the 
natural history of the subject, and had been led to form certain 
conclusions. He here remarked on the extreme frequency with 
which malnutrition of the body, generally involving also the 
uterus, is observed in cases of women suffering from uterine 
symptoms. This imperfect nutrition is really a condition of 
chronic starvation. Examining into these cases during the early 
part of their course, we find the uterus soft, its tissues wanting 
in firmness and resistance, and as a result the organ is rendered 
incapable of maintaining its proper shape and position even under 
ordinary exertion, and still less when unusual straining is put 
upon it. Then the uterus becomes distorted, flexed backwards 
or forwards, or rarely laterally, and it becomes thrust down too 
near the floor of the pelvis. Frequently it becomes compressed 
on itself owing to this undue softness. The late Dr. Eigby 
described what he termed the " squatting " uterus, and this term 
conveys a notion of the condition. Probably some of the cases 
described by Dr. Williams as cases of imperfect development of 
the uterus were cases of this latter kind. Some years ago, in 
conversation with Dr. Williams, he had explained to him his 
inability to explain this condition of softness of the uterus, but 
since that time observation had convinced him that it arose in 
single and frequently in married women, from malnutrition of 
the organ. Symptoms arise in connection with the distorted 
condition of the uterus ; one of these is dysmenorrhoea, which is, 
in the majority of cases, due to the difficmty in the escape of the 
uterine secretions produced by the altered shape of the organ. 
All cases of uterine distortion are not accompanied by dysmenor- 
rhoea, nor is dysmenorrhoea always due to uterine distortion. 
The circulation in the uterus is often much interfered with and 
the congestion itself may cause pain. In his experience he had 
hardly ever failed in giving relief to dysmenorrhoeal symptoms, 
by simply taking measures to ensure the canal of the uterus 
being straight and the uterus in its proper position in the pelvis. 
And this seemed conclusive as to the close connection between 
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the distortion and displacement and the dysmenorrhcea. In 
regard to the frequent presence of membranous shreds in cases 
of dysmenorrhcea, Scanzoni's opinion, expressed some years ago, 
was in consonance with Dr. Williams's, "and there seemed no 
doubt that dysmenorrhcea would be increased by those bodies 
arrested at the narrowed internal os uteri. He thought, in oppo- 
sition to Dr. Williams's opinion, that dysmenorrhcea was very 
often indeed secondary, for in very many cases he had seen, the 
symptoms were first observed after painless menstruation some 
months or longer in duration. 

On the motion of Dr. Q-ervis, seconded by Dr. Savage, the 
debate was then adjourned to the following meeting. 



JUNE 7th, 1882. 

J. Matthews Duncan, M.D., P.R.S. Bdin., President, in 

the Chair. 

Present — 55 Fellows and 5 visitors. 

Books were presented by Mr. Alban Doran, Dr. B. H, 
M. Sell, Dr. B. Labat, and the American Medical Associa- 
tion. 

Fred. H. Spooner, M.D., Audley Cecil BuUer, M.R.C.S., 
Robert James Hutton, L.R.C.P. Bdin., Louis Parkes, M.D., 
and Wm. A. Meredith, M.B., were admitted Fellows of the 
Society, and W. R. Dambrill-Davies, M.R.C.S. (Sandbach, 
Cheshire), Charles Grove Young, M.D. (George Town, 
Demarara), and Fred. William Coates, M.D. (Salisbury), 
were declared admitted. 



TWISTING OF PBDICLB IN AN INCIPIBNT 
DBRMOID OVARIAN CYST. 

By Alban Doean, F.R.C.S. 

A HABBiED woman, aged 32, consulted me last March 
about an abdominal swelling which did not inconvenience 
her from its bulk, but, on the other hand, caused constant 
abdominal pain and a feeling of irritation referred to the 
iliac fossae. Bver since puberty she had been subject to 
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severe dysmenorrhoea, only relieved by pregnancy, and 
she was the mother of five children. In the summer of 
1881 she noticed ^'a lump, like an egg/' in the left iliac 
fossa. She sought advice at a hospital in London, but it 
was found that she was pregnant, and she was recommended 
to keep quiet. On January 26th she was confined, at full 
term, her child living but three weeks ; on March 20th the 
catamenia reappeared. The abdominal pain was particu- 
larly severe when she coughed ; there had been no sudden 
attacks of increased pain with feverishness. 

On examination, I found a small tumour occupying the 
lower part of the abdomen, from the pubes to two inches 
above the umbilicus ; it was not very tense, and fluctuated 
in all directions. The uterus was fairly movable and 
pushed to the left ; the cyst could not be felt in the pelvis, 
but to the right of the uterus there was some fulness. 

On April 20th, 1882, 1 operated on this patient, assisted 
by my colleague Dr. Bantock, and by Mr. Meredith, who 
administered chloroform. I employed the carbolic spray. 
On opening the abdominal walls I found a cyst of the left 
ovary, filled with seven and a half pints of a greasy, beef- 
tea coloured fluid; its pedicle was long and narrow, and 
readily secured by transfixion with a double silk ligature. 
On passing my hand behind the right broad ligament, I 
found and drew up the specimen which I exhibit this 
evening. It had a very thin pedicle twisted once in its 
long axis. It wp^s clearly in the place of the ovary. The 
condition of the parts was carefully investigated before 
the abdominal wound was closed, and no other solid struc- 
ture to the right of the uterus could be detected. The 
patient made a very rapid recovery, and on the first day 
observed that all the abdominal pain and the intense 
feeling of irritation in the iliac regions had completely 
disappeared. 

The tumour of the left ovary consisted of one large and 
two secondary cysts, the latter were both filled with opaquoj 
pale-yellow fat resembling pomatum, and sharp spicules 
of bone covered with epidermis projected from their walls; 
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I could find no normal ovarian tissue. The right ovary, 
which I now exhibit, is also wholly converted into a 
morbid growth. It measures two and a quarter inches 
in its longest diameter, and one inch in its shortest 
measurement. It consists of a single cyst. Its walls are 
nowhere more than one-eighth of an inch thick and are 
lined internally with epidermis bearing sebaceous glands. 
It was stuffed with a very dense mass of coarse black hair 
mixed with the same kind of pale-yellow fat as that found 
in the opposite cyst. A portion of its long and twisted 
pedicle is preserved ; it is entirely reduced to white fibrous 
tissue, and looks like a large nerve branching on to the 
surface of the cyst ; all traces of its normal component parts 
are lost. When fresh, before removal of its contents, the 
tumour was heavy for its size, weighing nearly five ounces. 

The most marked clinical feature in this case was the 
pain and discomfort experienced by the patient almost 
from the earliest appearance of the larger tumour. Ovarian 
cysts, before they have attained a certain size, seldom 
cause much discomfort and are still more rarely painful 
unless they inflame or set up peritonitis. In this case 
the tumour on the left side was by no means very large, 
indeed, the abdominal walls were slightly relaxed, owing 
to the patient's recent confinement, the cyst not having 
filled with sufficient rapidity since that event to make the 
abdomen as tense as it was towards the end of pregnancy^ 
nor had there been any inflammatory complications. 

It is highly probable that the condition of the right 
ovary was the true cause of the subjective symptoms. 
The growth of a dense mass of hair and fat in its interior 
had made it very heavy. It had hung down in Douglas's 
pouch and rolled about, so as to become twisted round its 
own pedicle, a complication that arrested its further growth* 
A small, heavy solid body, shaking about for months in 
Douglas's pouch, is more likely to cause irritation than a 
small and not very heavy cyst occupying the abdominal 
cavity. 
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UTBEUS TORN OUT AFTER DELIVERY. 

Mb. Hopkins Walters, of Reading, exhibited a uterus 
that had been torn out by a midwife on the 18th April, 
1882, in the attempt to remove a retained placenta after 
labour at term. 

In front the separation between uterus and vagina had 
been affected at their line of junction, and the vesico-uterlne 
reflexion of peritoneum was torn obliquely from the left 
side, close to the uterine wall, across to the right side, one 
and a half inches from its uterine attachment ; and from 
this portion hung a narrow strip of peritoneum five and a 
half inches in length, which had apparently formed part of 
the peritoneal covering of the bladder. 

Behind, a semicircular flap of the posterior vaginal wall, 
about one and a half inches in length, remained attached 
to the uterus. Near the junction of this with the cervix 
was a bruise and partial laceration, as if a finger had 
almost penetrated the vaginal wall at this point. The 
utero-rectal reflexion of peritoneum was detached along the 
uterine wall. 

On the left side of the uterus remained half an inch of 
the ligament of the ovary, one inch of the Fallopian tube, 
and about four inches of the round ligament ; the broad 
ligament, excepting its extreme upper and lower uterine 
attachments, having been left behind with the ovary and 
the rest of the tube. 

On the right side the broad ligament was entire, having 
been torn from its pelvic attachments, and contained four 
and a half inches of the round ligament, the ovary with 
its ligament, and the Fallopian tube with its fimbriated 
extremity. 

The uterus was well contracted and empty, the pla- 
centa having been expelled during the manipulations of 
the midwife. 

Accompanying the specimen was a piece of omentum, 
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about twelve inches in length, that had been prolapsed and 
was removed. 

Mr. Walters hoped to read a report of the case at a 
fature meeting of the Society, as it presented many 
extremely interesting features, not the least of which 
was that the patient had made an excellent recovery. 



OVARIES AND FALLOPIAN TUBES REMOVED 

BY OOPHORECTOMY. 

Mr. Knowslet Thobnton showed the ovaries and Fallo- 
pian tubes removed from a woman set. 44 to check the 
hsdmorrhage from uterine fibroid. When removed both 
tubes were sealed at their extremities and full of semi- 
purulent fluid, and both ovaries were much enlarged, each 
containing cysts as large as pigeon's eggs ; they were also 
so buried in adhesions behind the uterine tumour that a 
long and difficult enucleation had to be performed on each 
side before the ovary could he brought into view. The 
cysts in them varied in size from that of a smaU currant 
to that of a hen's egg, and all contained dark tar-like blood. 
Since the specimens had been in spirit this blood was seen 
to contain a quantity of bright glass-like crystals, but they 
had not yet been examined. 

Mr. Thornton believed that the inflammation (peritonitis) 
which had scaled the fimbriated ends of the tubes had 
also caused such adhesions over the ovaries that the con- 
tents of the ovisacs could not escape at ovulation, and 
hemorrhage having occurred into the sacs in varying 
amount, the condition found was produced. 

The operation was an exceedingly difficult one and the 
patient was very ill after it, but was recovering. He had 
now performed oophorectomy five times for uterine 
fibroids and once for fibro-cyst of uterus. The latter case 
and three of the others were perfect successes, all hsemor- 
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rhage ceasing and the uteri in a few months becoming 
atrophic. In one case where there were multiple subperi- 
toneal fibroids in a young woman the result was only a 
partial success. 

Dr. Heywood Smith remarked, in reference to what Mr. 
Thornton had said about the shrinking of fibroids, that in a case 
where he performed oophorectomy about four weeks ago, the 
uterus lessened in size about one and a half or two inches 
within the first week after the operation. 



UTERUS JUST BEFORE MENSTRUATION. 

Mr. Griffith showed a uterus with microscopic sections 
exhibiting early menstrual changes delayed by death, 
from a patient set. 29, who died in St. BartholomeVs 
Hospital from hepatic abscess and consequent jaundice. 
Her second child was bom five months previously, and she 
had not menstruated since, but for a few days before 
her death had expressed her opinion that she was about 
to do so. 

The uterus at death presented externally a natural 
appearance, on section the mucous membrane of the body 
was seen to be intensely red and somewhat thickened, but 
not detached at any part. Under the microscope this was 
seen to be due to an infiltration of almost the whole thick- 
ness of the mucous membrane by efEused blood, no des- 
tructive or fatty changes were visible. 

The sub-endothelial layer of the internal coat of the 
arteries of the muscular tissue Was enormously thickened, 
in some cases being equal to the thickness of the muscular 
coat. 

Dr. John Williains remfeirked that this thickening was 
constantly sfeen after parturition; 
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MISSED ABORTION. 
By Campbell Pope, M.D. Lond. 

The patient from whom tlie specimen was taken, came 
under notice in tlie fourtli month of her pregnancy ; she 
was then suffering from haemorrhage. No examination 
was made at that time, chiefly because the patient was 
nursing her child with scarlatina. An astringent mixture 
arrested the haemorrhage. Three months and a half later, 
on examination for continued haemorrhage, the uterus was 
found to be large, with the lips of the os small and hard, 
and the os itself firmly closed. There were no pains but 
the haemorrhage was very profuse. 

A mixture containing ergot and iron brought on labour 
pains, and the placenta and included ovum were extracted 
by ovum forceps after dilatation by a Barneses bag. 

The ovum presented the appearances of six weeks' life 
and was extracted in the eighth month of pregnancy. 

The history of the mother with regard to her pregnan- 
cies was three living children, a false conception, a still-bom 
child at full term, a fourth living child, a miscarriage, 
and the present missed abortion, in eight years of married 
life. 



FIBROID TUMOUR OF THE RIGHT OVARY. 

De. Carter exhibited a fibroid tumour of the right ovary 
which he removed from a patient aet. 29. The tumour 
weighed 3 lbs. On microscopical examination, portions 
taken from various parts of the structure were found to be 
homogeneous, and consisted of fibrous tissue with a variable 
Amount of non-striated muscle. The patient had been 
under the care of Dr. A. Buchanan, who, four months ago, 
and eight months after her marriage, found a hard nodular 
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mass in the lower part of the abdomen. She was regular 
and not profuse ; had had one child ten years ago. When 
first seen (March 14, 1882), on vaginal examination, a large, 
rounded, hard, and in parts elastic, tumour filled the pelvis, 
and pressed down to within one and a half inches of the 
perinaBum, the uterus was pushed forwards and upwards 
against the pubic bone, so that the fundus was felt in the 
hypogastric region. The sound went forward two and three 
quarter inches. Abdominally a hard rounded tumour was 
felt, reaching about two and a half inches above the pubic 
bone, and pressure upon this moved the part felt in the pelvis 
without conveying any marked movements to the uterus. 
About a month after this the feet and legs became oede- 
matous ; this increased, and the lower part of the abdomen 
and thighs became oedematous and the abdomen was dis- 
tended with ascitic fluid. The urine was scanty, 14 to 18 
ounces daily ; no albumen in it. She was operated upon 
May 11th. On opening the peritoneal cavity 25 pints of 
ascitic fluid escaped ; the tumour was found wedged into 
the pelvis, attached to the right side of the uterus 
and adherent to the omentum, intestines, and the pelvic 
walls. The tumour, after the adhesions had been ligatured 
and separated, was pushed out of the pelvis by the hand 
of an assistant in the vagina. As there was a good deal 
of oozing from the adhesions a glass drainage-tube was put 
in and the abominal opening closed. 

The patient did well. At once, after the operation, the 
quantity of urine passed increased ; on the third day it 
amounted to 150 ounces, and on the fourth to about 100. 
The anasarca rapidly passed away. The anasarca and 
ascites appeared to be due to pressure upon the large veins 
in the pelvis, though it was impossible during the opera- 
tion to say precisely which ; but most probably the vena 
cava at the brim of the pelvis. 

Mr. Alban Doran referred to the report which Mr. Thornton 
and he himself had made on a case of Mr. Cullingworth's, sup- 
posed to be fibroma of both ovaries, and recorded in vol. txi of 
the Society ' s * Tran sactiou s. ' Careful and repeated microscopical 
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examination proved that the tumours were sarcomatous, not 
fibromatous. In Dr. Garter's case, the presence of ascites, not 
very frequent in patients suffering from uterine fibroid myoma, 
also appeared to indicate that the tumour was a sarcoma of the 
ovary. General pathologists, it must be remembered, are slow 
to distinguish between the spindle-cell of a sarcoma and the very 
similarly shaped cell of uterine tissue and uterine fibro-myoma. 
In foetal human ovaries fusiform nuclei in the stroma are very 
scanty, in the adult ovary they abound, and can be traced from 
the uterus along the ovarian ligament. Hence it is very rea- 
sonable to believe in the possibility of a fibro-myoma of the 
ovary identical with the same kind of tumour in the uterus ; on 
the other hand, the form of the cell in such growths, when not 
uterine, is apt to puzzle the observer, who must then take 
into account clinical symptoms pointing to innocence or malig* 
»ity. 



ADJOURNED DISCUSSION ON THE NATURAL 
HISTORY OP DYSMENORRHGEA. 

Db. Gervis, while expressing his admiration of the 
careful observation and research of Dr. Willianis^s paper, 
was scarcely prepared to assent to many of his conclusions. 
His experience, for example, as to the dysmenorrhoea of 
single women, led him to judge that, contrary to Dr. Wil- 
liams's opinion, it was very commonly acquired ; and he 
quoted several cases he had recently seen sustaining this 
view. As regards the effect of child-bearing, he agreed 
with Dr. Williams as to its beneficial results, but, unfor- 
tunately, sterility was the rule in these cases ; and in cases 
of obstructive dysmenorrhoea generally, the same difficulty 
which led to the painful menstruation proved a difficulty 
also in the way of impregnation. The statement with 
respect to imperfect development of the uterus v^as, he 
thought, too absolute ; and, on the other hand, stricture of 
the cervical canal, either S/Ctual from stenosis or virtual 
as when associated with flexions, or the result of endo- 
cervicitis, he had found extremely common instead of '^in- 
finitely rare.'' The most usual changes he had observed 
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in the uterus in primary dysmenorrhoea were corporeal 
hyperplasia with or without endometritis and endocervicitis. 
But in a considerable number the cervix showed no evidences 
of secondary inflammatory disease. Instead of ovaritis 
being a ^'possible" consequence of dysmenorrhoea, in his 
experience it was a very frequent one ; indeed, he believed 
few cases of dysmenorrhoea lasted many years without 
inducing ovarian trouble. And lastly, he thought the 
statement that menstrual pain was the result of spasm 
was again a too absolute statement, applicable only to 
those cases in which the dysmenorrhoea was the result pf 
obstruction, and that there were other distinct varieties of 
menstrual pain, dependent on uterine congestion and on 
ovarian complications. 

Dr. Route, after some eulogistic remarks on the paper, 
of Dr. Williams, felt bound to criticise some of his con- 
clusions. His conviction was that dysmenorrhoea was not 
nearly so often a primary afEection. On the contrary, it 
was more frequently acquired as a sequel of inflammatory 
and other lesions. Then his experience was directly 
opposed to Dr. Williams^s sixth conclusion. It was pre- 
cisely in sterile women that dysmenorrhoea was most 
frequent. 

As to the causes of the affection. He would remind 
the Society in every woman, even a healthy one, a few 
days prior, and during the first or second day of menstrua- 
tion, especially if the flow was small, the mucous membrane 
of the uterus was swollen and tumefied. Except, there- 
fore, a sound was passed during this short interval, a uterus 
might admit it freely, although somewhat narrower than 
normal; but its easy transmission out of a catamenial 
period, would be no argument against the constriction 
of the canal during a period, while the moment a full 
flow had taken place, and the catamenial congestion had 
been relieved, the sound could be passed without difficulty. 

Then it should be borne in mind that, although menstrual 
fluid could pass readily through even a narrow uterine 
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canalj this was not the case when small clots or shreds of 
membrane passed out. These gave rise to a good deal of 
pain and distress. This pain varied according to the number 
and quantity of these clots or shreds, reaching its greatest 
intensity in cases of dysmenorrhoea membranana. That 
this pain was due to obstruction was proved by the treat- 
ment most useful in this affection. German authors went 
so far as to say that dysmenorrhoea membranana was quite 
incurable, but they also stated that dilatation was the most 
effectual means of relief. This membrane, when micro- 
scopically examined, gave evidence of its being a diseased 
structure, as both Kundrat and Engelman had shown it was 
the result of a fatty degeneration. 

But apart from the occurrence of clots and membranes, 
there was a condition of parts which he had named fundal 
endometritis^ where that portion of the uterus above the 
internal os was in a state of chronic inflammation. In 
such cases, even the passage of sound past the internal os, 
reproduced exactly the pains, in all its details, of a period. 
This pain was not observed in every woman as they well 
know, as often the passage of the sound was painless. 
But if a sound could do it, why not the passage of menses 
at the period when tumefaction was superadded and the 
inflammatory symptoms necessarily aggravated. 

There was another cause of dysmenorrhoea not referred 
to by the author, one which he would call the result of 
retrogressive suction of the secretions of uterus, perhaps of 
vagina. We know, of course, of those cases where air was 
sucked up into the vagina, and again voided by a vaginal 
contraction, with a noise like flatus per anum. Possibly 
the same retrogressive muscular action of uterus would 
explain some cases of physometra. But you, Mr. President, 
have yourself, in your writings, called attention to this 
uterine tendency in some cases of the unimpregnated as 
well as of the pregnant woman. I believe this sometimes, 
and more frequently than we have any idea of, becomes a 
confirmed habit of the uterus, and this accumulation lays 
the foundation of irritation of the canal. This habit 
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explains those pains which occur at the mid period 
between two catamenial periods, to which Dr. Priestley 
once called attention. This pain thus produced exactly 
resembles dysmenorrhcea, and is suddenly relieved by the 
escape of a quantity of mucus, when women tell you 
that they felt something give way. It explains also what 
is so often observed (as Dr. Barnes explained to us the 
other evening) when the external os is freely opened, that 
a lot of imprisoned mucus is let out. This tendency to 
a retrogressive suction back into the uterus, become a 
habit of some uteri, is one reason, I believe, that the 
catamenia will not readily pass outwards, and it is only 
when a full quantity has accumulated in the cavity of the 
uterus above that a sudden muscular expulsive action 
takes place as in the mid period, and blood now instead 
of mucus is forced out and relief follows. This state of 
things, however, cannot long exist without producing 
some congestive or inflammatory mischief in the uterus 
which aggravates the dysmenorrhoea. It also shows how 
dilatation of the cavity, or the wearing of a uterine stem, 
should prove so useful as a means of treatment. 

But the principle objection I have to make to Dr. Wil- 
liams's views, lies in his total neglect of uterine flexions 
and yersions as causes of dysmenorrhoea. In this most 
of the preceding speakers have concurred. On the other 
hand, some who hold a difEerent opinion, and I believe 
you yourself, Mr. President, have called attention to it, 
refer to a solitary instance where a uterus was shown to 
this Society in which flexion existed, but where there was 
a perfectly pervious canal throughout, and the thickening 
was at the point of flexion ; and upon this solitary instance 
observed, no end of theories have bfeen built. What are 
we to say of those other cases exemplifying exactly the 
opposite condition in our museums ? How use our common 
sense in regard to a physical law which exists everywhere 
except in a flexed uterus ? Will any one tell me that fluid 
can pass through a completely flexed uterus as readily as 
it can through a normal organ. But who has not seen 
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the most extraordinary versions and shapes of uteri. It 
may be in the recollection of this Society that some years 
back Dr. Greenhalgh exhibited to the Society a number 
of caoutchouc stems which he had placed in the uteri of 
women who had dysmenorrhcea. The shapes of these on 
withdrawal were eminently fantastic. Some very much 
constringed at the inner os, some contracted elsewhere, 
some twisted, some bent at all angles, and at such parts 
being flattened, &c. All this is evidence that obstruction 
existed in these several wombs, and this it was that gave 
rise to the dysmenorrhcea — a dysmenorrhcea which after 
a time the caoutchouc stems failed to cure. Nevertheless, 
the forms the stems had acquired incontrovertedly demon- 
strated the locality and character of the obstruction, and 
also that solid stems were required. He (Dr. Routh) had 
several similar stems of caoutchouc too, similarly misshaped 
by having been worn by dysmenorrhoeal cases which had 
occurred in his practice. One form of obstruction Dr. 
Routh had observed in some uteri, whence he had ventured 
to call an organ so afEected a corJcscreiv uterus. The sound 
here had to be passed first downwards, then upwards, then 
downwards again before it could reach the fundus. Then 
those examples where the body and fundus uteri moved 
upon the cervix in a kind of ball-and-socket manner, being 
flexed or flexible alternately in various directions, one day 
being anteverted, the next retro-flexed and another day 
latero-flexed, where there could certainly not be greater 
thickness of the uterine wall on one side than on the other. 
It was clearly unphilosophical to give all these various 
displacements as causes, indeed, very powerful causes, of 
dysmenorrhcea. 

It had been said the uterus did not forcibly contract 
itself in these cases. He (Dr. Routh) entirely differed 
from this opinion. In early years he had seen two marked 
cases of dysmenorrhcea with intense pain. In both he had 
been sent for by the patients, who believed they were 
miscarrying. In both, the clonic contraction was so strong 
that the uterus was powerfully pressed against his finger 
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placed in the vagina, as if it were a regular labour pain, 
and the pain was very intense, but once a copious dis- 
charge was established, the pain which had lasted for hours, 
ceased. He had had ocular demonstration also of the 
power of these contractions in a remarkable case. The 
lady was barren, although married for years. Consider- 
able property would, however, revert to the husband if a 
child were bom. The husband was, therefore, desirous 
that his seed should be introduced directly into his wife^s 
uterus, as it invariably passed away from her immediately 
after connection. The seed was brought to him in a wine 
glass and through a speculum, by means of a long syringe, 
he injected into the canal right up to the fundus a small 
quantity. While about to mop out the vagina, the uterus 
suddenly contracted, and forcibly expelled the fluid some 
two feet from the orifice of the os uteri. These three 
examples to his mind proved incontrovertibly the power 
with which the muscular fibres of an unimpregnated uterus 
can and do contract, and there could be no doubt, he 
thought, that it is this contraction to overcome some kind 
of obstruction which gives rise to the phenomena of dys- 
menorrhoea. 

Dr. Heywood Smith. While agreeing, sir, with the former 
speakers as to the great value of Dr. John Williams's paper 
as elucidating the history of dysmenorrhoea, I must take 
exception to its form and raison d'etre as being the iiatural 
history of a symptom without sufficient regard being had 
to its being merely the expression of certain pathological 
conditions. As well might we have brought before us the 
natural history of cough, without its being recognised as 
a symptom of some lesion or malady of stomach or lungs. 
Passing by the first five conclusions I would remark as to 
the sixth that I agree with Dr. Routh that from a large 
field of observation I have come to an opposite conclusion ; 
viz. that by far the larger proportion of women that suffer 
from dysmenorrhoea (primary) are sterile and not fertile^ 
With regard to the menstrual flow (9), we should take into 
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consideration the difEerence pathologically between ovarian 
and uterine dysmenorrhoea. For when there is ovarian 
disease apart from congestion the flow is scanty, as is also 
often the case in uterine dysmenorrhoea depending on ste- 
nosis or flexion ; in ovarian congestion and uterine hyper- 
samia the flow is increased. 

As to the statement (11) that the uterus is often imper- 
fectly developed, it is no doubt sometimes the case that 
the uterus is a quarter of an inch shorter, but in by far 
the larger proportion of cases the uterus is of the normal 
size. 

As to the statement (12) that erosion (which is errone- 
ously termed '' ulceration ''), eversion, or catarrh are the 
results of prolonged dysmenorrhoea, I am inclined to look 
upon them as causes, for in all these pathological condi- 
tions dysmenorrhoea seems to be acquired. And since 
comparative hardness of the cervix is referred to, areolar 
hyperplasia the result of chronic cervicitis is a distinct cause 
of dysmenorrhoea. The hypertrophy which is stated (13) 
to be due to increase of the muscular elements of the 
uterus is, I think, more often due primarily to subinvolu- 
tion and its subsequent cervicitis or chronic metritis. 
Ovaritis and perimetritis (14) I have found to be more 
often causes of dysmenorrhoea, though undoubtedly cases 
do arise where inflammation of the interior of the uterus 
does produce a train of symptoms which result in ovaritis. 
In considering the question of pain (15) we must again be 
careful to distinguish between cases of ovarian and uterine 
dysmenorrhoea, the pain of the former being limited to 
the ovarian region and occasionaUy extending to the 
mammse, whereas in the latter the pain is referable to the 
back in cases where the cervix is involved, or to the hypo- 
gastrium when the dysmenorrhoea is dependent npon Sn- 
Btriction of the cervical canal, or upon chronic endometritis. 
With regard to what Dr. Bonth said, is it not true that 
whether in cases where the flow consists of shreds or fine 
debris, or whether the decidna is propelled whole, as in cases 
of membranous dysmenorrhoea, the membrane undergoes 



148 NATURAL HISTORY OF DTSMENOBBHOBA. 

in its cycle of growth and ripening fatty degeneration, which 
is the pathological, or almost physiological, change which 
is the means whereby the membrane becomes broken up 
or loosened from its attachments ? 

Dr. Galabin said that his own experience confirmed that 
of Dr. Williams as to the frequency with which, in cases of 
primary dysmenorrhoea, small shreds were found showing 
the structure of the uterine mucous membrane. Thus 
many cases partook of the nature of membranous dysmen- 
orrhoea which had not been generally recognised as having 
that character. Dr. Barnes and Dr. Savage had said that 
the actual uterine glands were not found, but only openings 
for the glands. Making sections, however, parallel to the 
free surface, he had repeatedly found the entire glands, 
including basement membrane and epithelium. He thought 
that the observations recorded were valuable as showing 
that, in the great majority of cases of dysmenorrhoea, the 
menstrual product was not a pure fluid which could pass 
through a very narrow or bent canal without appreciable 
obstruction, and also as showing that hypertrophy of the 
muscular wall frequently resulted, indicatiug that the 
uterus had greater difficulty than usual in emptying itself. 
But he thought that the author went too far in laying it 
down as a universal proposition that the menstrual pain is 
the result of spasm of the uterus excited by the separation 
and expulsion of shreds of decidua and clots. He thus 
appeared entirely to exclude the existence of congestive 'or 
inflammatory dysmenorrhoea in single women. This state- 
ment was perhaps more significant since in a former paper 
Dr. Williams had denied the truth of the old belief wldch 
he (Dr. Galabin) still believed to be correct, that there is 
an active flux of blood to the uterus during the menstrual 
flow. Dr. Galabin had also, like several former speakers, 
found secondary dysmenorrhoea, which was more likely to 
be congestive, relatively commoner in single women than 
Dr. Williams had found it. But there were many cases 
in which there was some primary pain^ but so slight that 
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the patient hardly regarded it as worthy of notice, and in 
these it depended very much upon the questioner whether 
the dysmenorrhoea were put down as secondary or primary. 
He thought it was sometimes too readily assumed that 
intermittent pain meant necessarily spasmodic muscular 
action. A neuralgic pain, like toothache, was often inter- 
mittent, and the proof was only complete when the spas- 
modic pain was noticed to be coincident with a gush of 
fluid or passage of clots or shreds. The uterus was no 
doubt often undeveloped in cases of dysmenorrhoea, but he 
thought that the frequency of this had been rather over- 
estimated. A fallacy sometimes occurred, and he had 
been asked to sanction the use of an intra-uterine stem 
in order to develop the uterus when its cavity was really 
three and a half inches long, the sound having been arrested 
at a point of flexion higher up than usual. 

Dr. Chamfn£YS expressed his great admiration of the 
paper, especially as regarded its method ; its value would 
remain, even if all the conclusions were not accepted. The 
method is well described as a study of natural history, a 
name which refers to the fact that the cases (like animals 
or plants) were observed and watched undisturbed by 
vivisectional and other topical experiments. This in itself 
is a new departure. He could not agree with many of the 
criticisms which had been made, as, for instance, with the 
objection that dysmenorrhoea is only a symptom and 
should not have been studied apart from the particular 
pathological change, seeing that our knowledge of the 
normal uterine changes in the course of a month is very 
scanty, and our knowledge of the pathological changes 
almost nil. He could not refrain from remarking the 
conspicuous absence of any solidarity between dysmen- 
orrhoea and flexions in a careful study of nearly nine hun- 
dred cases of primary dysmenorrhoea. 

Dr. EiCHARD T. Smith remarked that too little attention 
was given in the earlier stages, and in the milder forms 
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of dysmenorrhoea^ to the general condition of the system. 
"What is perhaps best designated as a lithaemic diathesis 
(the causes of which he need not specify) was one of the 
most common causes of the affection ; and the pain in all 
probability was due to local congestion or sluggish circu- 
lation, and similar to the pains so frequently experienced 
in the intestines and in various parts of the urinary tracts in 
that disorder. Evidence of this was to be found in the 
coldness of the lower extremities, which is almost a con- 
stant feature in such cases, and not by any means limited 
to the time of menstruation. Further evidence appeared 
in the xelief given by popular and home remedies, which 
unfortunately were too often of an alcoholic character, 
while, as Dr. Barnes had somewhere stated, Liq. Ammoniaa 
Acetatis in full doses was one of the very best. He con- 
sidered that the persistence of the condition described 
was quite capable of causing chronic catarrh and general 
induration of the uterus, irrespective of any misplacement 
or change of shape. He would be glad to have an explana- 
tion given of the undoubted fact that occasionally acute 
flexions existed without any dysmenorrhoea for one or two 
periods, while subsequent ones under apparently similar 
conditions with respect to the shape and position of the 
uterus would be most painful. Dr. Williams's paper was 
a valuable contribution of facts, but these needed a much 
more vigorous classification before any very practical deduc- 
tions could be drawn from them. 

Mr. Hopkins Walters (Beading) said he had not 
intended taking any part in the discussion, but he agreed 
with Dr. Heywood Smith that changes in the uterus were 
more often the cause of dysmenorrhoea than dysmenorrhoea 
the cause of them. He was much astonished at Dr. 
Williams's conclusion that dysmenorrhoea in single women 
is extremely rarely acquired. In his (experience, although 
primary dysmenorrhoea was frequent, acquired dysmen- 
orrhoea was very frequent too. He found this obtained 
particularly with two classes of single women — ^those who 
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get their living by sewing and those who teach in schools — 
women who, for years having menstruated regularly and 
painlessly, take to a sedentary occupation, and suffer in 
consequence from constipation of the bowels and gradually 
acquire a progressively increasing painful menstruation. 
They had heard some curious theories of the etiology of 
dysmenorrhoea, but he thought a study of these cases 
taught them much. The chain of events was very simple. 
A sedentary occupation, "constipation of the bowels, con- 
gestion of the uterus, tumefaction of the cervical mucous 
membrane, obstruction to the menstrual flow, and then, 
to get rid of this fluid and the clots, came the intermittent 
pains which constituted the dysmenorrhoea. These were 
the primary changes in the uterus which caused the dys- 
menorrhoea. Next followed the secondary changes, a mere 
continuation of the same pathological chain — cervical 
catarrh, subsequent erosion and possibly inflammation, 
thinning and softening of the cervical tissues, and finally, 
a flexion ; presenting then as obstinate and difficult a case 
as it was possible to meet with. He considered the inter- 
mittent- pain neither spasmodic with a patent canal, nor 
neuralgic, but expulsive with an obstructed canal. He 
found such cases far from uncommon, and when treated 
in their early stages by alteration in habits, regular exercise, 
and careful attention to the general health, relief was 
commonly obtained and years of intense suffering prevented. 
Probably the diversity of the experience on this subject 
was to be accounted for by differences in the habits and 
mode of life of girls growing up in London and the 
country respectively, which exercised important modifying 
influences on their sexual precocity, development, and 
morbid tendencies. 

Dr. BoGSRS expressed regret that he had not seen in 
the public journals the '' conclusions ^' arrived at by Dr. 
Williams in his paper read at the last meeting of the 
Society. He had looked over many hundreds of his cases, 
both hospital and private, and was surprised to find that a 
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very large number had certainly stated they had some 
malaise or even some pain on the first occurrence of the 
catamenia ; but he could not class such cases as dysmen- 
orrhoea, though most likely Dr. Williams had done so. 
Then he found a great many had had no pain till some 
subsequent catamenial period. Dr. Eogers could agree 
with Dr. Williams^s fifth conclusion, but not with that 
part of the ninth where it is said that in three-fourths 
of the cases of dysmenorrhoea the fluid contains clots or 
sbreds. He could not agree with the statement that stric- 
ture of some part of the canal is exceedingly rare, and he 
believed that flexions and displacements play important 
parts in the production of dysmenorrhoea, which Dr. 
Williams did not seem to admit, but stated that spasm 
of the uterus caused by the separation and expulsion of 
clots and shreds of decidua was the cause of the dysmen- 
orrhoeic pain. This was true in a certain number, but 
would not explain the constitutional, the ovarian, the 
congestive suffering, nor the displacements and flexions 
producing severe dysmenorrhoea. 

Dr. Hayes had found dysmenorrhoea chiefly associated 
with a conical and cylindrical cervix, which was abnormally 
large and often congested The os did not extend across 
the extremity of the cervix, was frequently central, and its 
form often circular ; it was always small, at times barely 
admitting the sound. He believed this form of cervix 
was a continuation of the foetal condition, in which the 
cervix was proportionately so much larger than the body 
of the uterus. 

Dr. Godson considered that, in discussing the conclu- 
sions arrived at by Dr. John Williams, everything depended 
upon the character and the severity of the dysmenorrhoea. 
If the term included the slight periodic pain so common 
among women out of health from any cause, then the pre- 
ponderance of fertile over sterile women was probably as 
great as Was given in the conclusions. But if by dysmen- 
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orrhoea was meant that severe pain which obliged a woman 
to keep her bed, and she unable to lie quiet, then it was 
extremely rare to find a sufferer who was not sterile. This 
Dr. Godson had recently described in a paper read before 
the Society. 

Dr. Williams, in reply, said The conclusions which 
have been printed and placed in the hands of the 
Fellows refer to primary dysmenorrhoea alone. This will 
make it unnecessary for me to reply to many of the 
observations which have been made upon my paper. In 
the membranes and shreds of membranes which were so 
frequently expelled from the uterus, glands lined by 
columnar epithelium are not uncommonly found ; in many 
instances, moreover the epithelium has fallen out and the 
channels alone remain. No doubt the explanation given 
by Dr. Savage would account for unequal length of the 
broad ligaments, but it would not account for the cases in 
which the uterus lies close upon the wall of the pelvis. 
The number of cases in which the uterus was observed to 
be small was given in the paper, as well as the number in 
which the organ was inferred to be in a state of imperfect 
evolution. I cannot agree with Dr. Barnes that a uterus 
'^ which becomes pregnant is not imperfectly developed.^' 
I feel sure that such organs become pregnant, and such a 
condition is, I believe, the cause of some abortous and pre- 
mature labours in primiparae. In the cases of dysmen- 
orrhoea referred to in the paper, the external os was small 
in a certain number, but in the great majority it was well 
formed. Moreover, in more severe cases a No. 10 bougie 
could be readily passed into the uterus. I well remember 
the conversation referred to by Dr. Graily Hewitt. I 
cannot agree with him that dysmenorrhoea is due to reten- 
tion. The pain is utterly disproportionate to the obstruction, 
besides it has been clearly shown that in many cases ob- 
struction is not present. The pain seems to me to be due 
to reflex spasm caused by a peripheral irritant. Ovarian 
dysmenorrhoea was not included in the paper. I have 
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never met with ovarian pain as a primary condition ; it 
nsually comes on some years after puberty. When it has 
come on in the course of and as a consequence of dysmen- 
orrhoea, I agree with Dr. Gervis that the women are gene- 
rally sterile. Erosion aod catarrh come on after years of 
suffering, but not in all cases. It should be borne in mind 
also that the ovaritis may be due to other causes than the 
menstrual suffering. I do not think that stenosis has any- 
thing to do with the production of the spasm in the great 
majority of cases. If we take married sterile women and 
married fertile women, it will be found, as Dr. Eouth states, 
that dysmenorrhoea is more common in the sterile, but this 
is'quite another matter, and is perfectly compatible with the 
statement that one in twelve of women who suffer from pri-- 
mary dysmenorrhoea become mothers. I have discussed 
membranous dysmenorrhoea in a paper read before the 
Society some years ago, and will not make further reference 
to it now. There is no evidence whatever to prove that the 
menstrual flow is regulated by the ovaries, viz. that the 
quantity of the fluid lost is in proportion to the degree of 
activity of the ovaries. The dysmenorrhoea could not have 
been the result of the changes in the uterus, as Dr. 
Heywood Smith maintains, because it was present with 
the first menstruation, and no one I imagine would main- 
tain that the conditions referred to were present at puberty. 
I am glad to find Dr. Galabin confirm me in so many of 
my conclusions. I believe congestion has its place in 
certain kinds of dysmenorrhoea, or in certain stages of it, 
but I do not think, and I am sure there is no evidence t6 
show it, that congestion plays any part in the causation of 
dysmenorrhoea at puberty. In conclusion, I would thank 
the Society for the attention which has been accorded to 
the paper and the discussion to which it has been 
subjected. 



JULY 5th, 1882. 

J. Matthews Duncan, M.D., P.R.S. Bdin., President, in the 

Chair. 

Present — 36 Fellows and 3 visitors. 

Books were presented by Dr. Budin, Dr. Chahbazian, 
Dr. Doleris, The Smithsonian Institution, and the 
Gesellschaft fiir Geburtshiilfe in Leipzig. 

, Dr. Henry James Leonard was admitted a Fellow, and 
Dr. Charles Percy Barlee Clubbe (Lower Tooting), was 
declared admitted a Fellow of the Society. 

The following gentlemen were elected Fellows of the 
Society : — ^Walter Gripper, M.B. Cantab.; William Osborne 
Lambert, M.D. (Sunderland) ; Thomas Gargill Nesham, 
M.D. (Newcastle-on-Tyne) ; and John R. Somerville, M.D. 



EXTRA-UTERINE GESTATION. 

De. Daly exhibited a specimen of extra-uterine gesta- 
tation. The patient consulted him the end of May. She 
complained that she felt different from what she had in 
her two former pregnancies. She was just over two 
months pregnant. There was intense pain in defeecation, 
some disti'ess in micturition, and considerable dyspareunia. 
She said she felt convinced something was wrong. Rest 



156 EXTRA-UTERINE GESTATION. 

in bed and opium suppositories gave complete relief, the 
symptoms, however, returning every few days. She 
drove one day from London to Epsom and back, to the 
Oaks, and felt none the worse. On the 4th of June, 
immediately after dining, she was seized with violent 
pain in the lower part of the abdomen, became blanched 
in the face, and covered with cold sweat. Her husband 
thought her dying. When seen she was in a state of 
collapse, and complaining of dreadful pain. A vaginal 
examination detected, in Douglases pouch, a soft semi- 
fluctuating mass, the uterus feeling normal. There 
was no haemorrhage from the vagina. Above and to the 
right of the symphysis pubis there was dulness on 
percussion. The diagnosis made was extra-uterine ges- 
tation, rupture of cyst, and haemorrhage into abdominal 
cavity. The patient lived four days, but never rallied 
much. Dr. Barnes saw her a couple of times, and the 
question of opening the abdomen was discussed, but 
decided against, in consequence of the collapsed condition 
of the patient. Dr. Barnes aspirated Douglas's pouch, 
and drew away eight ounces of blood. Post-mortem 
examination confirmed the diagnosis. There was tubal 
gestation on the right side, rupture of cyst, and about 
two pints of blood were diffused in the abdomen, not 
segregated. There was not a trace of peritonitis. 

Dr. Wiltshire desired once more to renew his advocacy of 
the desirability of prompt operative intei-ference in cases of 
threatened death from internal hsemorrhage arising from rup- 
tured tubal fcetations, or from rupture of varicose veins of the 
broad ligament, particularly in the former cases, where the dia- 
gnosis was reasonably clear. It was distressing to witness rapid 
dissolution from internal hsemorrhage without an attempt being 
made on reasonable grounds to arrest it. 

Mr. Lawson Tait entirely agreed with Dr. Wiltshire. Such 
cases ought not to be allowed to die without an effort to save them 
by arresting the hoemorrhage. Before his present position, of 
entire absence of fear of the peritoneum, he had allowed two quite 
similar cases to die without operation, but he would never do so 
again. In any case of doubt the diagnosis could easily be set at 
rest by an exploratory incision, a proceeding in itself perfectly 
safe and far more satisfactory than tappings 
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Dr. BoTJTH, on inspection of the specimen of extra-uterine foeta- 
tion, noted in utero the presence of a fully developed decidua, and 
he thought this appearance pointed to the advantage likely to 
accrue by dilatation of the os in doubtful cases, which would allow 
of such decidua being felt, or a little portion withdrawn and 
examined under the microscope. Perhaps also it might lead 
to its expulsion and more careful examination. The existence of 
a true decidua, with a growing tumour such as he had before 
stated was pathognomonic of extra-uterine function, would clear 
up the diagnosis. 

Dr. Carter thought that in cases like the one described by 
Dr. Daly, in which the cyst of an extra-uterine foetation had 
ruptured, and where, as here, the diagnosis was clear, operative 
interference should be advised. If let alone the patient suc- 
cumbed, as in this instance, and the specimen showed how easily 
the ruptured cyst could have been ligatured at its attachment 
and removed. In cases of ruptured ovarian cysts immediate in- 
terference has been very successful. 

Dr. Chahbazian. — ^In the case of the English actress who died 
in Paris, the death had been so sudden that no idea of an inter- 
vention whatever could have come in the mind of a French 
physician. She was taking an ice in a caf^ of Bois de Boulogne, 
she fell down suddenly, and she was dead. Poisoning being 
suspected, her corpse was sent to the "Morgue," and there the 
"necropsy" being made we examined the stomach and the 
whole organs of digestion, always with the idea of a poisoning. 
No trace of poison being f oimd, we discovered incidentally the 
bursting of the pouch of an extra-uterine foetation. Then the 
diagnosis was made, but not before. I repeat, in this case no 
operation could have been tried, the death having been so 
sudden and the diagnosis impossible. Dr. Wiltshire says that 
this case is not the same as that he alluded to, and it was a case 
of " hsematocele " not of extra-uterine foetation. I cannot tell if 
the two cases are identical, but I can tell that she was an English 
actress. The reason why we have confoimded the two cases is 
perhaps that for us, by M. Gaillard's (of Paris) teaching, the 
** hsematocele " is very often an effect of an extra-uterine foeta- 
tion. 



REMOVAL OP THE UTERINE APPENDAGES. 

Mr. Lawson Tait said that on December 6th, 1881, he 
presented before the Pathological Society a series of cases 
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in whicli lie had removed the uterine appendages on 
account of the occlusion of the Fallopian tubes and their 
distension by fluid, either serous or purulent. The 
preparations from these cases are now mounted and 
exhibited in the Pathological Series of the Hunterian 
Museum. 

Since that date he had operated in eighteen cases, 
the preparations of three of which had been exhibited 
before the Surgical Society of Ireland, and were now in 
the Museum of the Eoyal College of Ireland. He 
exhibited the remaining fifteen preparations. An analysis 
of the series showed : 

Five cases of double hydrosalpinx. 

Nine cases of double pyosalpinx. 

Two cases of pyosalpinx in the left tube with hydro- 
salpinx in the right. 

There were also two cases of chronic ovaritis with 
adhesion of the appendages in the cul'de-sac. Uniform 
symptoms were : intense pain aggravated by walking and 
by marital intercourse, the latter being in most of the cases 
altogether intolerable ; and most especially was the pain 
increased at the menstrual period. 

In most of the cases menstruation was profuse, and in 
two it had quite a hsemorrhagic chara<$ter. In one case 
only was it scanty. In one case the pyosalpinx was of an 
acute character, the immediate result of gonorrhoea, and 
the inflammation had extended into the general peritoneal 
cavity, which contained pus. In four other cases the 
pyosalpinx was clearly to be traced to gonorrhoea! 
infection. In four cases the condition was probably due 
to, certainly had been aggravated by the use of pessaries. 
Fifteen out of the eighteen cases had been treated with 
pessaries, and of course without any benefit. 

Mr. Tait exhibited the specimens to show that the 
criticism offered against him of removing uterine appen- 
dages unnecessarily was altogether unfounded. No other 
treatment had been or could be of the slightest benefit. 
Immediate and complete relief was obtained in most o£ 
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the cases^ and in those where this was not the case the 
improvement was slower, but satisfactory, even when it 
extended over some months. There was no mortality 
from the operation at all, though it was far more 
difficult than any ordinary ovariotomy, the trouble from 
adhesions and haemorrhage being often very great. 

He objected to the operation being termed ^^ spaying 
or *' castration of women ^^ or "normal ovariotomy. 
These names were very unfortunate, as they conveyed the 
idea that healthy appendages were removed from healthy 
women. He had never performed such an operation. 
He equally objected to the term " oophorectomy,^' as in 
the great majority of the cases it was the tubes and not 
the ovaries which were in fault, the removal of the ovaries 
being then a mere incident in the proceeding. 

The critics of the operation alleged that unnecessary 
operations were performed. This might be so, though 
he did not think so. If so, it was the inevitable result of 
imperfect knowledge in the early stage of every medical 
and surgical proceeding. But there was another moral 
point of far greater importance which the critics forgot. 
There were hundreds of suffering women to whom 
removal of the uterine appendages offered a certain and 
the only method of relief, and the misrepresentations to 
which the operation was being subjected would prevent 
some, who were sensitive to criticism, from doing their 
duty to their suffering patients. 

Mr. Tait regarded the operation in the neurasthenic 
class of cases as being of very doubtful value. He had 
operated only on five such pronounced cases of menstrual 
epilepsy, and he was not disposed at present to go 
further with it, the results were so uncertain in two of his 
cases. For the relief of the symptoms of myoma he 
found that the operation in his hands now had a mortality 
less than that of lithotrity in the male, so far as he could 
ascertain that mortality, and its after results were more 
certain that those of crashing stone in the bladder. 
For the third class of cases, those from which he had 
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taken the appendages exhibited^ it was the only treatment 
which offered a hope of relief. 



Dr. Cabtbb showed a large uterine tumour weighing 
16^ lbs. which he had removed from a patient aged 24. 
The pedicle was secured by Kceberle's serre-nceud, and 
fixed in the lower angle of the wound. 



ON THE EBLATION BETWEEN BACKWARD DIS- 
PLACEMENTS OP THE UTERUS AND PAINFUL 
MENSTRUATION. 

By G. Ernest Hebman^ M.B. (Lend.), M.R.C.P., 

F.R.C.S. Eng. 

A88I8TA1TT OB8TETBI0 PHTSIOIAK TO THB LONDON HOSPITAL; PHTSIOIAK TO 

THB SOTAL KATBBKrTY OHABITY; OOKSULTIKa OBSTETBIO PHY8I0IAV 

TO THB TOWBB HAHLET8 DISPBNSABY; BXAMINEB IK MIDWIVBBY 

TO THB BOYAL OOLLBGB OF SlTBaBONS OP BNGLABD ; 

HONOBABY BBOBBTABYTO THB SOOIBTY. 

In a paper read last year before this Society^ I consid- 
ered the relation between anteflexion of the utema and 
dysmenorrhoea. Although this question is closely allied 
to that which is the subject of the present paper^ yet the 
kind of evidence available to determine them is different. 

Retroflexion usually occurs in women who have had 
children, and is therefore more often than anteflexion 
complicated with^ or a result of, other morbid conditions ; 
such as subinvolution, chronic metritis, lacerated cervix, 
cervical endometritis, pelvic peritonitis, pelvic cellulitis, 
ovaritis, prolapse of ovaries, &c. Retroflexion being thus 
often associated with conditions which produce painful 
menstruation, the mere fact of the frequent co-existence of 
the displacement and the symptom does not show that the 
former is the cause of the latter. . It therefore does not seem 
to me important to seek for facts to show the frequency with 
which dysmenorrhcea is associated with retroflexion. While 
sotne say the painful menstruation is due to the displace- 

VOL. XXIV* 11 
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ment^ others may maintain that it is accounted for by other 
concomitant conditions ; bnt that the two often go together 
I think none will deny. 

But a more important difference is this, in retroflexion we 
have a mode of proof in particular cases which the clinical 
history of anteflexion does not afford us : viz. that it is 
often possible to remove the flexion by a vaginal pessary ; 
that is, an instrument which does not do anything to the 
uterus except alter its position and shape. 

I believe that there are cases in which the uterus is 
displaced backwards and menstruation is painful ; and in 
which, when the womb is kept by a vaginal pessary in the 
axis of the pelvic inlet, menstruation ceases to be painful. 
I do not think it necessary to give any statistical statement 
of the frequency of these cases, because for the purpose 
of the present paper it is unimportant whether such cases 
be few or many ; if there bo ever so small a percentage of 
cases in which dysmenorrhoea can be relieved by elevating 
and straightening the uterus, these cases require explanation. 

This being the fact, the question to be settled is, whether 
in these cases the pain resultsfrom the uterus being bent, and 
the benefit from the uterus being straightened ; or whether 
the pain is a result of some other concomitant condition. 

It is plain that if the bending of the womb be the con* 
dition upon which the pain depends, dysmenorrhoea ought 
to be more frequent in cases of retroflexion than in cases 
of retroversion. This, therefore, is the first direction in 
which evidence has to be sought for. A good many 
diverse opinions might be quoted as to this question; 
some writers saying that retroflexion causes dysmenorrhoea 
while retroversion does not; others, among them Sir 
James Simpson, that there is no important difference 
between the two conditions. I shall only quote those who 
have taken the trouble to accurately record their experi- 
ence in a numerical form. Winckel* has tabulated 250 
cases of backward displacements. He found menstruation 

* f Bid Fbthologie der weibUeben Sexual-organe in Licbtdrack-abbildoDgeD/ 
8. 1274 
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accompanied with pain in 18 per cenfc. of refcroversions, 
and in 24*3 per cent, of retroflexions. Emmet,* out of 226 
cases of retroversion, found menstruation attended with 
pain in 55, or 24*3 per cent., while of 28 '^ retroflexures ^' 
there was menstrual pain in 10, or 35*7 per cent. I have 
gone through my out-patient case-books, and picked out 
all the cases of backward displacements in menstruating 
women of which I have notes. I have excluded not only 
those who had passed the menstrual age but also those 
who were suckling, or had too recently recovered from 
labour or abortion for the catamenia to have regularly 
recurred. I find records of 85 cases of retroflexion and 53 
of retroversion (I class as retroflexion cases in which the 
uterus is distinctly bent) . Of the 85 cases of retroflexion, 
in 21 menstruation was painless. In 18 menstruation had 
from the beginning been acompanied with pain. In two 
of these the dysmenorrhoea was relieved by straightening 
the uterus, and in 5 without doing so, i.e. either without 
mechanical treatment, or by a pessary which merely raised 
the uterus without straightening it. In 7 the dysme- 
norrhoea was not relieved, although the uterus was 
straightened. In 38 the menstrual pain was of recent 
date, having come on with the other symptoms supposed 
to be due to the displacement. Of these, in 7 it was 
relieved by straightening the uterus ; in 6 relief followed 
although the uterus was not straightened ; and 7 were not 
relieved although the uterus was straightened. In 8 the 
time when the menstrual pain began is not stated : in one 
of these relief followed the straightening of the uterus. 
Of the 58 cases of retroversion, in 23 menstruation was 
painless. In 11 that function had been painful from the 
first. In 4 of these it was relieved by keeping the uterus 
in the axis of the pelvic brim, in one without doing so, 
and in another, relief followed the use of a pessary, but I 
Was not sure of the position of the uterus. In 16 cases 
the dysmenorrhoea was recent, and had come on with the 
other symptoms supposed to be due to the displacement* 

* ' Principles and Practice of GynsBcology/ pp. 800 and 884i» 
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In 6 of these it was relieved by keeping the uterus in the 
axis of the pelvic brim, 3 were relieved although this 
was not effected, and 2 were not relieved although the 
uterus was kept in the axis of the inlet. In 3 there was 
dysmenorrhoea of date not recorded, in one of which relief 
followed the maintenance of the uterus in the axis of the 
pelvic brim. The cases left unaccounted for in the 
foregoing enumeration, are those in which I have no record 
of the effect of treatment. 

It is impossible, from causes needless to mention, in 
hospital outrpatient practice to make notes as complete as 
one would wish. I submit, however, that in the present 
question the most trustworthy results are those obtained 
from the out-patient department. If we take patients 
into the hospital, the beneficial influences of rest, and the 
other hygienic advantages, mental and physical, of a hos- 
pital, play a large part, and m^y even be the sole agent, 
in causing the disappearance of symptoms. But, in dealing 
with out-patients, the correction of the displacement is the 
most important thing done : the patient^s mode of life 
generally continues the same after the mechanical treat- 
ment as it was before it. 

The figures given show that painful menstruation was 
more common with retroflexion than with retroversion. 
Only 24*7 per cent, of the cases of retroflexion were quite 
free from pain at the menstrual period, while 43*4 of those 
with retroversion menstruated without any pain. Men- 
strual pain of recent date, coming on with the other 
symptoms supposed to be due to displacement, was 
described in 44*7 per cent of the cases of retroflexion, 
but only in 30*2 per cent, of the cases of retroversion. 
My experience, therefore, agrees with that of Emmet and 
of Winckel, that menstrual pain more often accompanies 
backward displacement of the uterus when the organ is 
bent than when it is not. But it is to be noted that they 
also agree in showing that the difference is not great. 

The conclusion to which these figures point being 
accepted, this connection of painful menstruation with 
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retroflexion of the uterus has to be explained. One view 
which has been held needs to be first mentioned^ lest it 
should be thought that it had been overlooked^ viz. that 
the retroflexion and the dysmenorrhoea are both results of 
uterine congestion, the displacement requiring no special 
treatment, but disappearing when the congestion is removed. 
This view has so often been discussed that I shall not go • 
over the same ground again. I will only point out that 
if the statement made at the beginning of this paper be 
correct, that there are cases in which dysmenorrhoea will 
cease when a retroflexed uterus is kept in the axis of the 
pelvic inlet, that is, that there are cases in which the dis- 
placement is the immediate cause of the symptoms, it 
matters not, for the purpose of this paper, whether such 
cases are few or many. If they are only a small minority 
they nevertheless need to be accounted for. 

I assume, then, that there are cases in which the dis- 
placement causes the dysmenorrhoea. There are three 
ways in which this has been explained. 

The first theory is, that at the point of flexion the canal 
is narrowed or blocked. It is said, and illustrated dia- 
grammatically, that the uterine canal is bent at an angle ; 
that at the point of bending a spur, or promontory of 
tissue, projects into the canal and prevents the menstrual 
fluid from getting out ; that this retained blood dilates 
the uterine cavity, and provokes painful contractions of 
the organ, which sometimes drive the blood, ubable to 
find an exit elsewhere, along the Fallopian tubes into the 
peritoneal cavity, forming a pelvic heematocele. 

The second theory is, that when the uterus is bent, the 
vessels, especially the veins, at the point of flexion, become 
^' strangulated," and hence arises congestion of the part 
to and from which the strangulated vessels carry blood. 

The third explanation is, that when the body of the 
uterus sinks down into the pouch of Douglas, the veins 
which return the blood from the uterus and run in the 
broad ligaments, are compressed against the utero-sacral 
ligaments which bound the pouch of Douglas on either 
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side ; hence the retam of blood from the body of the uterus 
is impeded and congestion is the consequence. 

I propose to compare these theories; to inquire first 
what anatomical evidence there is in favour of each of 
them^ and then how far they explain the clinical facts. 

To prove that retroflexion of the uterus causes angula- 
tion or obstruction of the uterine canal^ dilatation of the 
uterine cavity, or reflux of blood through the Fallopian 
tubes, specimens are required showing the morbid condi- 
tions in question. 

There is, in the museum of the Middlesex Hospital,* a 
specimen which is figured in Dr. Barnes's work on the 
diseases of women as one of retroflexionof the uterus.f The 
bending is extreme, the axis of the upper part of the body 
being nearly parallel to that of the lower part of the cervix. 
The curve is quite gradual : there is no angle in the canal 
anywhere, and there is no dilatation of the uterine cavity, 
nor is there any appreciable atrophy of the uterine wall. 
There appear to be bands stretching across the canal : and 
in the text of Dr. Barnes's work it is stated that there was 
atresia ; but if so^ the atresia cannot have taken place until 
after menstruation had ceased, as there is no retention of 
menstrual fluid. It seems to me, however, possible that 
the appearance of atresia may be simply due to the section 
not having been made exactly in the middle. 

In the museum of King's College there is a specimen:^ 
in which the uterus is fixed by adhesions in a position of 
slight retroflexion. There is another specimen of retro- 
flexion in the museum of University Gollege,§ and there 
is also one in the museum of the Royal College of Surgeons 

* y. This spedmen it named in the Mnseom Catalogue an anteflexion. 
Dr. Bamea» in liis book, qpeakt of it as a retroflexion. Tbroogh the coortesy 
of Dr. J. K. Fowler, Cnrator of the Mnaeum, I have been aUowed to take this 
specimen ont of its bottle and examine it; and it appears to me that the 
round ligament is situated towards the concaritj of the bend, and the Fallo* 
plan tube and OTary towards its ooBTOxitj, and therefore that the specimen 
is correctly entered in the Catakgne as one of 



t * CUnical History of the Diasasea of Women,' 1st edition, p. G97. 

t sea— 1. § T |. 
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of England.^ In none of these is the bending very great j 
but there is no angle in the canal of either of them^ nor 
any dilatation of the uterine cavity. Winckelf gives five 
photographs from nature of sections of retroflexed uteri. 
Two of these (Tafel xvi, figs. 3 and 5) represent cases in 
which the bending is slight, and two of them (Tafel xvii) 
cases in which it is pronounced ; but in none of them is 
there any angulation of the canal, which is in each of them 
bent in a gentle curve ; nor is there any dilatation of the 
cavity of the uterus. The other specimen presents an 
intermediate degree of bending, and is described as show* 
ing dilatation of the uterine cavity, the walls of which are 
not quite in such close approximation as is usual. The 
curve of the canal is here less gradual than in the other 
photographs, but there is no projecting spur of tissue, and 
the whole canal is rather more patent than usual, even at 
the point of flexion. Even if the slight separation of the 
anterior and posterior walls of the uterine cavity which 
here exists can be called dilatation, the plate shows no 
narrowing of the canal to account for it. 

My search, in short, has failed to find any specimens, 
or drawings from nature, showing angulation of the 
uterine canal, or narrowing of its calibre, in an otherwise 
healthy uterus, in consequence of retroflexion. There are 
diagrams which show this, and which have been copied 
from book to book ; but they are diagrams only, not pro- 
fessing to have been drawn from nature, and representing 
only the designer's idea of the shape of the uterus, not a 
condition ascertained by anatomical inspection. 

But although the kind of evidence desiderated in the 
foregoing remarks is the most simple and satisfactory, yet 
it is not the only available anatomical evidence. If there 
be recorded cases showing obstruction to the exit of men- 
strual fluid solely in consequence of bending of the 
canal, such cases might be held to establish the theory. 

• 2653 d. 

f ' Die Pathologie der weiblichen Sexual-organe in Lichtdrnck-abbildangen/ 
Tafel xvi and xvii. 
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There are cases on record in whioli accumulation of fluid 
in the uterine cavity has coexisted with retroflexion ; and 
it is needful to examine these carefully to see what evidence 
they present that such accumulations were not merely con- 
comitants^ but effects, of the flexion. Wiuckel* says he 
has seen Juematometra senilis with retroflexion. Sommerf 
gives a case in which there was retroflexion of the uterus, 
and in the neighbourhood of the bend both uterine walls 
were alike so thinned that they were hardly thicker than 
cardboard, and the uterine cavity was dilated into a round 
sac containing a thick, blackish-red pulpy fluid. The 
patient was fifty-nine years old, had had many children, 
and had ceased to menstruate for ten years. In the same 
paper he gives three other cases, in which the patients were 
within the child-bearing age, and flexion of the uterus was 
found post mortem. In one of them uteriue symptoms, the 
account of which is not very definite, had been present 
during life. There is no mention in the report of any of 
them of the uterine cavity being dilated. MartiuJ gives 
an account of three autopsies in which retroflexion was 
discovered. In none of them does he relate that the 
uterine cavity was dilated. Virchow,§ after describing 
the way in which flexions lead to atresia, says he has seen 
it in old women. The authors quoted, it will be noticed, 
all agree in this, that they have only seen hadmatometra, with 
flexion, in old women. A case is given by Kiwisch||, which 
appears to show that when the uterus has undergone senile 
atrophy, it may become bent iu sach a manner as to lead 
to retention of fluid in its cavity. In this case there was 
retroflexion with hydrometra, which disappeared spon- 
taneously when the body of the uterus was lifted up. 
Kiwisch does not mention the age of the patient, or any 
other particulars about the case, except thatif it was of 
• Op. cit., S. 97. 

t < Deutsche Klinik/ 1850, Nr. 18, S. 196. 
X 'Neignngen and Bengungeu/ 2te Auflage, S. 44. 
§ ' Oesammelte Abhandlnngeu/ 1856, S. 820. 
II 'Elinisohe Vortrage/ 1 Abtheilang, dritte Auflage, 1851, S. 99. 
% Op. cit., S. 822. 
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slight degree. He makes a general statement tliat liydro- 
metra occurs in old women, and not during menstrual life ; 
if this case had been an exception to his experience, he 
would surely have mentioned the fact. It is scarcely 
necessary to point out that the conditions present when 
the uterus has undergone senile atrophy are widely differ- 
ent from those which obtain while it is in full development 
and functional activity. 

I can only find three cases which show retention of fluid 
in the uterine cavity with flexion of the organ during the 
child-bearing period. One, which seems as if it might 
have proved the theory, is so briefly reported that no con- 
clusion can be drawn from it. It is mentioned by Scan- 
zoni,* who says, ^^ Another of our patients, thirty years 
old, affected with a retroflexion, died two days after the 
return of the menses. We found the womb considerably 
dilated; it contained nearly two ounces and a half of 
semi-liquid, semi-coagulated blood in little clots.'' He 
does not mention whether or not there was any blocking 
of the canal ; and as he elsewhere states his opinion that 
flexions of the uterus cause no symptoms unless accom- 
panied by other morbid changes in that organ,t it does not 
seem that the case was convincing to his mind. 

Another case, which bears on the question, is recorded 
by Virchow.J It is one in which there was almost com- 
plete atresia, with retention of mucus, in a uterus which 
was quite fixed, much displaced to the right, retroflexed, 
and dilated. The patient's general symptoms were so 
grave that, until she had been examined, it was thought 
that she must be suffering from cancer. The cervical 
canal was enlarged with the knife, and the retained fluid 
let out. The patient got well, her symptoms gradually 
diminishing, and she menstruated regularly, although the 
utei*u8 remodned in the same position. This case, it will be 
seen, is not one of simple uncomplicated flexion, for the 

* 'Practical Treatise on Diseases of Women.' Translated by Gardner. P.105. 
t Op. cit., p. 112. 
t Op. cit., S. 829. 
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uteras was fixed by adhesions ; nothing is stated to show 
that the flexion was the caijse of the stenosis ; and the 
accnmalation did not return^ although the uteras remained 
retroflexed. If the case proves anything, it proves too much, 
for it shows, that in treating retention of fluid associated 
with flexion, correction of the shape of the uterus is 
unimportant. 

There is yet another case which requires particular 
mention. The specimen was exhibited to this Society by 
Dr. Robert Barnes.* The uterus was two and a half 
times its natural size, retroflexed, and adherent ; and there 
was haamorrhage into the peritoneal cavity. The inter- 
pretation of these appearances given is : '^ Under the retro- 
flexion there was virtual closure of the os internum, thence 
retrograde distension and dilatation of the cavity of the 
body of the uterus and of the tubes, with great hyper- 
plasia of the uterine walls. When blood was poured into 
the uterine cavity it excited expulsive effort, and the con- 
tents being not able to escape by the cervical canal, it 
flowed back along the tubes into the peritoneal cavity." 
Dr. Barnes further adds that '^ he was not clear as to the 
order of events in this case." It seems to me that the 
case is open to another interpretation. It is stated that 
" no ovum was found, " which suggests that the condition 
of the uterus was consistent with the supposition of recent 
pregnancy. It is only stated of the os internum that it 
was '^ virtually " closed ; the adjective implying that the 
closure was at least not absolute. The abdominal sym- 
ptoms followed the forcible replacement, under anaasthesia, 
of the adherent uterus, and they seem to have been at first 
those of inflammation rather than of internal hasmorrhage. 
Menstruation had ceased four days previously. No sym- 
ptoms are recorded until after the uterus had been replaced ; 
and it may be presumed that this would not have been 
attempted had acute symptoms been present. Cases pub- 
lished by Bemutz and Goupilf show that because blood 

* ' Obstetrical Transactions,' vol. xx, p. 102. 

t * Diseases of Women,' New Sydenham Society's Translation, vol. i, p. 66. 
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is found in the tubes it does not follow that it has reached 
them from the uterus. I therefore see no reason for 
attributing the peritoneal hsamorrhage to the menstruation ; 
and it seems to me the more natural explanation^ that it 
took place from vessels torn in the forcible reposition of 
the uterus^ or as a part of the inflammation so caused. 

These are the only published cases that I can find 
which support the theory that retroflexion of the uterus 
involves hindrance to the escape of its contents. 
Scanzoni^s case may be set aside^ as it failed to convince 
him. We have two cases, reported by Virchow and 
Robert Barnes, in which, admitting, in spite of the 
objections to that view, that there was obstruction to the 
uterine canal in consequence of flexion, there was also 
adhesion. But because a uterus through being fixed by 
adhesions in a bent position may become unable to expel 
its contents, it does not follow that bending must obstruct 
the canal of a freely moveable uterus. Nor, because an 
atrophied uterus with thin walls may get so bent as to 
block its canal, does it follow that the same thing will 
result from bending of a uterus with walls of natural 
thickness. It may be said that thinning of the uterine 
wall is a consequence of the flexion. But there is 
evidence that extreme flexion may exist for years without 
being accompanied by atrophy ; this atrophy at the point 
of flexion is rare, and has indeed been so seldom seen 
that there is difference of opinion as to whether it takes 
place on the convex or concave side of the bend; and 
there are rare cases in which, without flexion, changes in 
the uterus similar to those which take place in old 
age, come on years before the usual time. It is at least 
possible that the flexion may be the result of the atrophy. 
Winckel* adds to his anatomical description of his 
specimens of flexion ; ^^ it must be here added, that in 
spite of long persistence, and high degree of bending, the 
tissue at the bent parts in by far the majority of cases 
shows changes in no way so evident as one might indeed 

• Op. cit., S. 98. 
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have expected before having made a section through 
them.'* 

The opinion that flexion gf the uterus causes atrophy 
of the uterine wall at the point of bending^ rests almost 
entirely on the authority of Professor Virchow, of Berlin ; 
for no writer, so far as I know, who has adopted this 
view, has had opportunities for investigating this subject 
such as those possessed by this eminent pathologist. 
Dr. Virchow was so good as to show me, during a recent 
visit to Berlin, those which he has preserved of the 
specimens upon which his opinion is based. There are two 
specimens of retroflexion, in which the posterior wall, at 
about the level of the os internum, is distinctly thinner 
than the anterior. But the thinning, although appre- 
ciable, is not great. There is in neither of them any 
angulation of the canal, nor any dilatation of the uterine 
cavity. Dr. Virchow told me that he did not remember 
ever having seen dilatation of the uterine cavity as a 
result of flexion, although he had often met with it in old 
women without flexion. These specimens, therefore, do 
not show that flexion produces thinning so great as to 
permit bending of the organ to block up the canal. And 
even if it be assumed that there may be cases in which in 
the course of years atrophy consecutive to flexion may 
produce thinning to this degree, this possibility does not 
help us to account for a symptom which is of common 
occurrence, and which frequently comes on suddenly along 
with other symptoms such as are usually associated with 
uterine displacement.* 

The facts which seem to me important are these : that 
I can find no recorded case showing evidence that flexion 
of an otherwise healthy uterus had in the least degree 
obstructed its canal ; the only cases in which there has 

* In Dr. Virchow's museum there are also about a score of specimens of 
anteflexion, some of whicli show similar atrophy. In the most pronounced 
cases the uterus is fixed by adhesions in the bent position. In none of them 
does the atrophy reach a high degree ; in none is there any angulation of the 
canal, nor any dilatation of the uterine cavity. 
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been any reason to suppose that such obstruction was 
present are one in which there was senile atrophy, and 
two in which the uterus was adherent- 
Cases have been published in which pelvic hematocele 
coexisted with retroflexion. As there are many causes 
which may lead to pelvic hsamatocele^ its existence along 
with flexion is no proof that it must have come about by 
reflux of blood through the Fallopian tubes in consequence 
of obstruction of the uterine canal due to flexion. It is 
only post-mortem evidence that can prove this, Winckel* 
mentions a case in which, in a patient who died from 
enteric fever, traces of an old hsamatocele were found 
along with a retroflexion of the uterus. He does not 
mention that the uterine canal was obstructed or its 
cavity dilated, but merely that the uterus was retroflexed 
at an obtuse angle. Martinf gives a case in which 
hadmatocele came on in a patient who had a retroflexion 
of the uterus. The body of the uterus was enlarged, 
being an inch longer than usual, but no dilatation of the 
cavity is mentioned, and the hadmatocele is attributed 
by Martin to violent use of the uterine sound. 

This seems the most suitable place in which to refer to 
a case which occurred in the London Hospital, and which 
is published in the second edition of Dr. Barneses work 
on ' Obstetric Operations.^ The patient had an acute 
retroflexion, and suffered from metrorrhagia, to check 
which a solution of perchloride of iron was injected into 
the uterine cavity. This fluid was shown by autopsy to 
have run along the Fallopian tube into the peritoneum. 
The important feature in the case from the point of view of 
the present paper is, that although the Fallopian tube was 
patulous, allowing the perchloride solution to run along 
it, and there was excessive haemorrhage, and the very 
condition, viz. an acute flexion, which, according to the 
theory, ought to have hindered the outflow of blood, yet 
this fluid had all escaped through the flexed uterine 

* Op. cit, S. 96. 

t < Die Neigangen tind Betiguxigen der Geb&rmutter/ 2te Auflage, S. 66. 
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canalj and not along the patulous Fallopian tube. It is 
clear tliat in this case the flexion did not lead to stenosis 
of the uterine canal. 

Examination of the anatomical evidence in favour of the 
view that retroflexion of the uterus leads to obstruction 
of the uterine canal^ brings me to this conclusion : 

That there is no anatomical evidence that retroflexion of 
the uterus causes any hindrance to the outflow of fluid from 
its cavity, except when the uterine wall has been thinned by 
senile atrophy, or when the organ is fixed by adhesions. 

The second theory, that flexion involves strangulation 
of the uterine vessels, is, so far as I have been able to 
ascertain, only a hypothesis, advanced to explain certain 
clinical facts. These clinical facts will be considered 
subsequently. No author, so far as I can find, has 
brought forward any anatomical evidence in support of 
the theory. The specimens which exist of very acute 
flexion without any signs of congestion or strangulation, 
show that the uterus may be bent to the greatest extent 
without any strangulation occurring. If such strangu- 
lation were present, it would seem to me difficult to 
explain it anatomically, because the larger vessels by 
which blood is brought to, and returned from the uterus, 
enter it at the side, running transversely to its long axis, 
and therefore would not be materially compressed by a 
bending of the organ in that axis. This theory seems to 
me, therefore, not only devoid of anatomical evidence, 
but not consistent with anatomical facts. 

I come now to the third theory, that of pressure on the 
veins by the utero-sacral ligaments. 

The space allotted to the description of these ligaments 
in anatomical books is small. Those who mention them 
agree in saying that they are very variable. I have there- 
fore acquainted myself with their disposition by observation 
in the deadhouse. I need not detail the observations that 
I have made, it will be sufficient to say that I have 
examined enough bodies to satisfy myself of the facts 
that I am about to mention. The accuracy of the 
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following statements can be verified by any one who will 
take the trouble to examine a sufficient number of 
bodies. 

1. The sacro-uterine ligaments vary very much in size 
and shape. 2. They may be quite absent^ i.e. the peri- 
toneum passing from the uterus to the latero-posterior 
wall of the pelvis and bounding Douglas's pouchy may 
not form any distinct folds, but merely cover the sub- 
jacent parts as a smooth undulating layer. 3. There 
may be on each side a tense fold^ having a sharp concave 
edge looking nearly directly inwards, and thus rendering 
Douglas's pouch a sac, the entrance into which is its 
narrowest part. 4. Between these two extremes there 
may be every kind of intermediate form ; the folds may 
vary indefinitely in size, tension and sharpness, approxi- 
mation and direction. Both sides may be nearly alike; 
there may be a sharp fold on one side, and none on the 
other, and every intermediate condition may be met with. 
5. If, in a body in which these ligaments do exist as 
tense bands, the fingers be applied to the front of the 
uterus, and its body pressed down backwards into 
Douglas's pouch, the broad ligaments will be found to be 
pressed against the ntero-sacral ligaments. If, in such a 
subject, the uterine body be pressed down deeply into 
Douglas's pouch, the cervix will be found to move 
slightly upwards and forwards, and the utero-sacral liga- 
ments to become more tense than they were before, and 
therefore capable of exerting greater pressure on the 
broad ligaments. As the veins which return the blood 
from the body of the uterus run in the broad ligaments, 
it is plain that the pressure of a tense band upon these 
structures must obstruct the return of blood from the 
uterine body; therefore we have here anatomical 
conditions capable of producing congestion of the uterus. 

But further, one observation has been recorded which 
shows that congestion from this cause is not only possible 
but has actually occurred* In a paper by Dr. . John 
Williams, published in the ' Transactions ' of this Society^ 
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tHe following statement occurs:* ''Dr. Squarey kindly 
brought me a uterus which was slightly retroflexed. 
Posteriorly along the sides of the body of this utems 
were distinctly seen the marks of these ligaments. The 
flexion was but slight^ and no part of the broad ligaments 
had been drawn within the grasp of the constricting 
bands^ yet the mark of the bands on the body of the 
uterus unmistakably pointed out their constricting action.^' 

The effect of these ligaments in producing uterine 
congestion was, I believe, first pointed out by Dr. J. 
Williams in the paper referred to. He there speaks of 
constriction of the body of the uterus ;^^t ^^^ be says, J 
in retroflexion the body of the uterus and the veins of 
the broad ligaments may become grasped by the sacro- 
uterine ligaments, and thus become greatly congested.^' 
I do not doubt that this statement is correct of some 
cases. But it is quite possible for the bands of peri- 
toneum in question to press on the veins without grasping 
the body of the uterus ; and the anatomical condition 
which permits such grasping is rare as compared with that 
which permits pressure ; and therefore the cases in which 
such grasping occurs must be proportionately rare. 

The position of these three theories, therefore, as 
regards anatomical evidence, is the following : 

1. The proposition that bending backwards of a uterus 
which is in functional activity and free to move, leads to 
blocking of its canal and retention of menstrual fluid, is 
not supported by anatomical evidence. 

2. The hypothesis that bending backwards of the 
uterus leads to strangulation of the vessels at the point 
of flexion, is also unsupported by anatomical evidence. 

3. The statement that depression of the body of the 
uterus into Douglas's pouch may cause the veins in the 
broad ligament to be pressed upon by the utero-sacral 
ligaments, is consistent with anatomical facts ; and there 
is the evidence of a competent observer that in one case 
such pressure was anatomically proved to have occurred. 

• Vol. xvi, p. 216. t P* 214* t P- 216* 
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Of course it does not follow that because anatomical 
evidence of a theory has not been adduced that therefore 
such evidence does not exist. But in considering the 
probability of such proof being yet forthcoming, it must 
be remembered that it is now more than fifty years since 
the attention of the profession was first called to the 
importance of these displacements as morbid conditions ; 
that since then great attention has been paid to the subject, 
and much written about it, and that these conditions are 
very frequent. Therefore, if they do bring about the 
morbid changes which it is assumed they produce, it is 
very surprising that during all that time no one has ever 
met with or thought it worth while to describe any post- 
mortem^specimen illustrating them. 

If, however, we find these theories adequately explain 
clinical experience, we might be content to wait for ana- 
tomical proof to be furnished in the future. I come, 
therefore, now to consider the clinical facts. 

For the sake of clearness I may repeat the general pro- 
positions which I take for granted; viz. that backward 
displacements of the uterus may cause menstrual pain, 
that such menstrual pain is more often associated with 
retroflexion than with retroversion, and that backward 
displacements of the uterus may cause congestion of the 
organ. The questions, therefore, to be discussed are : — 
(1) Is the pain due to blocking of the uterine canal at the 
point of bending? or (2) is it explained by congestion 
due to strangulation of vessels at the point of flexion ? or 
(3) by congestion from pressure exerted by the utero* 
sacral ligaments on the veins in the broad ligaments ? 

In considering the subject it appears to me unnecessary 
to offer in support of my statements notes of cases or 
statistical tables. Statistics, it has been truly said, are 
only multiplied assertions put in a numerical form. Retro- 
version and retroflexion of the uterus are conditions so 
common that any one with a large clinique can judge for 
himself whether the assertions made are in accordance 
with experience. All I shall do will be to state certain 

VOL. XXIV. 12 
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general facts of which experience has made me feel sure, 
and to point out their bearing on the question at issue. 

First, — It is a fact admitted by neariy all writers on the 
subject, that the most acute retroflexions are sometimes 
found without any symptoms. Now, if a mere bend in 
the canal were enough to obstruct it, such a thing as an 
acute flexion without painful menstruation ought not to 
be met with. But if, by some unusual quality, such as 
exceptional fluidity, or scantiness, of the menstrual fluid, 
this could be explained, such a solution of the difficulty 
does not help us with regard to the strangulation theory. 
If flexion strangulates the vessels, the strangulation ought 
to be in proportion to the sharpness of the bend, and 
ought invariably to accompany acute flexion. Both these 
theories, therefore, seem to me contradicted by this clinical 
fact. But, on the hypothesis that the menstrual pain is 
due to congestion, and the congestion to pressure exerted 
on the veins of the broad ligaments by the utero-sacral 
ligaments, the occurrence of cases of extreme displacement 
without any dysmenorrhcea is satisfactorily accounted for. 
The utero-sacral bands may be altogether absent, ^or be 
so small, so wide apart, or so lax as to be incapable of 
exerting pressure on the veins in question. When such 
a disposition of peritoneum exists, backward displacement 
of the uterus may be present to any extent without con- 
gestion being produced. This theory is therefore con- 
sistent with the facts, while the others are contradicted 
by them. 

Second, — The remarks just made apply also to an allied 
clinical fact, viz. that cases are met with of retroflexion 
along with dysmenorrhcea, in which elevation and straight- 
ening of the uterus is followed by removal of the symptoms, 
and subsequently the flexion returns, but not the menstrual 
pain. In these cases it is clear that not the flexion, but 
some concomitant condition must have been the cause of 
the symptoms. The theory of congestion of the uterus 
from pressure on its veins by the utero-sacral ligaments 
affords an explanation of these cases, although not the 
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only one that might be given ; for if we suppose that in 
the first instance the flexion was accompanied with a good 
deal of descent^ but not so afterwards, we can understand 
how these veins should be pressed on at one time and not 
at another. 

Third. — ^Another clinical fact, closely related to those 
just mentioned, is this — that cases occasionally occur in 
which relief to dysmenorrhoea follows the application of a 
pessary which does not straighten the uterus, but presses 
into the concavity of the bend. On the supposition that 
the relief follows because the uterus is pushed up, and the 
veins in the broad ligament thus relieved from pressure, 
such cases are at least explicable ; but, on the view that 
bending is the cause of the functional disturbance, they 
are hard to understand. 

Fourth. — ^Menstrual pain may accompany backward dis- 
placement of the uterus without any flexion, i.e. retro- 
version, and be relieved when the uterus is supported in 
or near the axis of the pelvic brim. Although it is some- 
what less frequent with this condition than with retro- 
flexion, yet it does occur. It is obvious that neither the 
theory of obstruction to the canal, nor that of strangulation 
of the vessels from flexion, helps us in the least to understand 
these cases. The hypothesis that the symptoms result 
from pressure on the veins running in the broad ligament, 
by the utero-sacral ligaments, satisfactorily explains the 
presence of the pain with retroversion and its relief by 
mechanical support. 

Fifth. — The main fact appealed to in support of the 
theory of strangulation of the vessels at the point of 
flexion is that, in retroflexion, the uterus is so often found 
congested, as evidenced by its being swollen, tender, and 
bleeding copiously from slight causes. This may be 
accounted for either by strangulation of the vessels at 
the point of flexion, or by pressure on the veins in the 
broad ligaments. If the former, it is surprising that 
bending forwards of the uterus is so seldom accompanied 
by the same symptoms. Anteflexion, acute in degree, is 
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oftener met with than equally acute retroflexion^ bat is 
seldom accompanied with symptoms of congestion^ certainly 
not nearly so frequently as retroflexion. If bending of 
the womb strangulated the vessels^ congestion ought to 
be commoner with the kind of bending that is most fre- 
quent. Of this difference the strangulation theory offers 
no explanation. But if we suppose the congestion in 
retroflexion to be due to pressure exerted by the utero- 
sacral ligaments^ this completely explains the presence of 
congestion with backward displacement^ and its absence 
when the uterus is bent forward. The few cases in which 
the anteflexed uterus is accompanied with symptoms of 
congestion are only what would be expected^ seeing how 
common anteflexion is (at least 40 per cent, of nulliparoas 
women) unless it were a prophylactic against congestion. 

Sixth. — The fact that menstrual pain is more frequent 
with retroflexion than with retroversion at first appears a 
strong argument in favour of the theories which ascribe 
the pain to some change connected with the bending. Bat 
it is explained equally well by the theory of pressure exerted 
by the utero-sacral ligaments. It has before been men- 
tioned^ that iF^ in a cadaver in which the utero-sacral bands 
are well developed, the body of the uterus is pressed back- 
wards and downwards into Douglas's pouch, it will be found 
that the cervix uteri at the same time moves slightly 
forwards and upwards, and the utero-sacral folds beconae 
more tense. They, in fact, help to prevent the cervix 
from moving so far upwards and forwards as it would do 
if it were free ; that is, they tend, in conjunction with a 
force pressing the body of the uterus downwards, to pro- 
duce retroflexion instead of retroversion. The anatomical 
condition, therefore, under which congestion is produced 
when the uterus is displaced backwards^ also tends to 
make the displacement a retroflexion, and to prevent its 
being a retroversion. 

Seventh, — ^I put this point last, because it only tells 
against the strangulation theory. It is the case of retro* 
flexion of the gravid uterus. Here the flexion is often 
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most acute. Cases of sloughing and ulceration of the 
uterud have been recorded ; but they are very rare, and it 
is the opinion of one highly competent critic* that they 
were probably cases of extra-uterine gestation. If flexion 
caused strangulation, cases of this or allied changes ought 
to be quite common. But assuming congestion with 
retroversion to be due to pressure on the veins in the broad 
ligaments, the fact that the body of the three months^ 
pregnaut uterus is too big to enter Douglas's pouch, explains 
why the veins are not pressed on, and hence why the retro- 
verted pregnant uterus is so seldom tender. 

I now summarise the purport of this paper. It is taken 
for granted, as a matter of common observation, that there 
are cases in which dysmenorrhoea accompanies backward 
displacement of the uterus, and is relieved when the uterus 
is elevated and straightened. It is found that the experi- 
ence of independent observers agrees with that of the author 
in showing that dysmenorrhoea is sKghtly commoner with 
retroflexion than with retroversion. The object of paper 
is to inquire into the explanation of these clinical facts. 

Three explanations have been given. 

A. That the dysmenorrhoea is due to narrowing of the 
canal at the point of flexion and consequent obstruction to 
the outflow of menstrual fluid. It is pointed out : 

1. That there is an anatomical evidence to show that 
the uterus may be bent forwards or backwards, to the most 
extreme degree, without causing any appreciable hindrance 
to the escape of fluids from its cavity. 

2. That there is no evidence to show that mere bending 
of the uterus ever obstructs the exit of fluids from the cavity 
of the organ, except when its wall has undergone senile 
atrophy, or when it is fixed by adhesions. 

3. That it is found clinically that the most extreme 
flexions of the uterus may exist without menstrual pain. 

4. That this theory does not explain cases in which relief 
is given to dysmenorrhoea with flexion by elevating without 
straightening the uterus. 

* Barnes, ' Obstetric Operations/ 2nd edit, p. 248. 
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5. Tliat it does not explain the occarrence of dysmenor- 
rhoea^ relieved by elevation of the uterus^ in cases in: which 
the uterus is simply retroverted bat not bent. 

That this theory is therefore not supported by anatomical 
evidence^ and does not explain the clinical facts. 

B. That the dysmenorrhcea is due to congestion produced 
by strangulation of the vessels at the point of flexion. It 
is pointed out : 

1. That there is no anatomical evidence that such stran- 
gulation ever occurs. 

2. That the most extreme flexions often occur without 
congestion. 

3. That this theory does not explain the greater fre- 
quency of congestion with retroflexion than witli ante- 
flexion. 

4. That it does not explain the occurrence of congestion 
with retroversion. 

5. That it does not explain the usual absence of tender- 
ness in retroflexion of the gravid uterus. 

That this theory also is therefore unsupported by ana- 
tomical evidence^ and does not explain the clinical facts. 

c. That the dysmenorrhoea is due to congestion pro- 
duced by the pressure of the utero-sacral ligaments on 
the veins running in the broad ligaments. It is pointed 
out : 

1 . That the anatomical disposition of the parts concerned 
is such as to permit such pressure. 

2. That there is a recorded case showing anatomical 
proof that such pressure had actually occurred. 

8. That the variations in the disposition of these liga- 
ments explain the occurrence of extreme displacementj 
flexion or version, without symptoms. 

4. That this theory explains the occurrence of dysmenor- 
rhoea with retroversion as well as with retroflexion. 

5. That it explains the greater frequency of congeation 
with retroflexion than with anteflexion. 

6. That it explains the greater frequency of dysmenor* 
rhoea with retroflexion than with retroversion. 
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7. That it explains the absence of morbid congestion in 
retroflexion of the gravid uterus. 

That this theory, therefore, is supported by anatomical 
evidence and explains the clinical facts. 

The general conclusion, therefore, to which the facts seem 
to point, is this : 

That while dysmenorrhoea accompanying retroflexion is 
often, it may be generally, dependent upon other concom- 
itant conditions, yet there are cases in which it is simply 
the result of the displacement ; and that in such, dysmen- 
orrhoea is probably entirely due, not to the flexion, but to 
the veins of the broad ligaments being compressed against 
the utero-sacral ligaments. 



Dr. Hetwood Smith agreed with what Dr. Herman had said 
about the unsatisfactory nature of statistics, yet he (Dr. Herman) 
had himself , in his use of them, given the idea that the symptoms 
referred to were mainly due to the retroflexion ; and he seemed 
to have put up a series of explanations only to knock them oyer. 
Dr. Heywood Smith was convinced that although in some cases 
the symptoms of pain, <&c., might be due to retroflexion, yet that 
such cases were in the minority, and the greater part of the sym- 
ptoms were due, as Dr. Herman had said, to the concomitant 
conditions of such flexions. In multiparas there was, in nearly 
every case of retroflexion producing pain, monorrhagia and dys- 
menorrhoBa flrst, subinvolution, then congestion, and subseqaently 
chronic endometritis and endocervicitis ; that in these cases 
there was no true constriction at the point of flexion, but such 
constriction was only apparent in consequence of the abnormal 
patency of the cervical canal. Again, much of the pain and dys- 
menorrhoBa present in these cases was referable either to the 
malplaced uterus pressing upon the ovary, or to the inflammation 
by contiguity setting up chronic ovaritis. He was much interested 
in the remarks of Dr. Herman with regard to the utero-sacral 
ligament8,'for in a case that he had published he had been sub- 
jected to most unfair criticism at the hands of the journal already 
referred to by one speaker (Lawson Tait). A woman had come 
to him from a hospital for incurables with acute retroflexion, 
where on the uterus being replaced the utero-sacral ligaments 
were found as tight cords. One of these he divided per rectUm 
(he thought in a future case it would be better to divide per 
vaginam). The operation (after a low form of peritonitis) had 
been perfectly successful, and the uterus remained in its normal 
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position. On the whole he considered that the dysmenorrhoaa 
that was associated with retroflexion was due more to the con- 
comitant and consequent pathological changes than to the flexion 
itself. 

The President made remarks on the importance of Dr. Her- 
man's paper as an illustration of the true and only method of 
making progress in a subject which had been obscured by most 
of what had been said or written on it. Especially Br. Herman 
had finally disposed of two great and wiaely-prevalent errors. 
Others had given reasons for regarding these views as erroneous, 
but the question was now brought to an end by this paper. The 
errors were, first, that in retroflexion or anteflexion there was a 
visible or otherwise sensible spur of tissue, or other stricture, 
causing an obstacle to the passage of blood or other fluids firom 
the body of the uterus to the vagina. He evidently believed there 
was no obstruction, but that he had not demonstrated. What 
he had demonstrated was the non-existence of such obstructionB 
as had been described and figured. Such description and figures 
could not be too strongly condemned. Second, i)r. Herman had 
shown that there was no reason to believe thal^ behind the ima- 
ginary spur or obstruction, the uterine cavity was dilated. The 
evidence here was also completely destructive of the statements* 
and figures to this efiect. These two achievements were enough 
to make the paper a great one. He (the President) would not 
make many remarks that occurred to him on matters in which 
he concurred with the author, but confine his observationa to 
two points. Seasoning in relation to dysmenorrhoea was made 
to turn on pain, that word being used without suficient quali- 
fication. I^w, pain was too ill-defined a term to be wisely 
made the basis of conclusions which had not other and stronger 
supports. We had, unfortunately, no good odynometry, ei^er 
of aegree or kind, and nothing was more wanted. This was 
especially true of the minor kinds of pain. One woman called 
excruciafing agony what another spoke of as trivial ; and doctors 
. were not sufficiently careful in the use of tiie same terms. This 
yagueness of meaning of the word pain was well seen in its inju- 
rious influence in the excellent paper of Dr. J. Williams, discoBsed 
at their last meeting. There the pain of menstruation was 
. spoken of, as in this paper. Now he (the President), when he 
spoke of tiie pain of dysmenorrhoea, regarded a pain generally of 
toe first day and lasting for a half hour or for several hours, nroly 
fiir hidf a day, and for this pain he had an odynomdij. When 
the pain caused cold sweaty or sickness and vomiting, be then 
recognised its indisputable great severity; when it was leas 
severe than to cause these symptoms, he vras then fenced to make 
the best jud^ent he eoulj, always an insecure one, founded on 
the mere estimate of the patient as criticiaed by his own common 
Afsin, a great deal had been said, and well said, of the 
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stranguTation, more or less complete^ of the diseased uterus by 
the utero-sacral ligaments. These ligaments could, in many 
women, be easily felt by the finger examining per vaginam or 
per rectum, and there could be no doubt of their potency. Dr. J. 
Williams had shown this. But he would remind them that the 
pouch of Douglas scarcely descended below the level of the utero- 
sacral ligaments, and that in order to strangulation the fundus 
uteri must drive the peritoneal pouch before it as a hernia. 
Now, the fundus might descend into this new hernial pouch even 
so far as to come through the anus, pushing the rectum before it. 
But this or any kind of descent of the uterus, so as to be grasped 
by the utero-sacral ligaments, was a rare event. Ever since Dr. J. 
Williams's paper he had attended to this matter clinically, and 
his observations had yielded him nothing of sufficient importance 
to lay before the Society. 

Dr. Herman said that as we had to deal with diseases of which 
pain was the chief symptom, it was impossible to avoid reasoning 
upon it ; and although in individual cases we might be misled by 
exaggerated or incorrect statements as to pain, yet when we took 
a large number of cases such occasional errors were neutralised. 
He thought the disposition of the utero-sacral ligaments could 
be better ascertained by post-mortem investigation than by exa- 
mination during life. He did not think the cases in which they 
caused congestion of the uterus were more than a small minority. 



OCTOBER 4th, 1882. 

J. Matthews Duncan, M.D., F.R.S. Edin., President, in the 

Chair. 

Present— 47 Fellows and 4 visitors. 

Books were presented by Dr. J. H, Aveling, Dr. Pan- 
coart Barnes, Dr. Balkley, Dr. Edward W. Jenks, Dr. Le 
Page, Dr. Macari, Dr. Playfair, Dr. Sinclair, Dr. Valenta, 
Dr. Wasseige, the American Gynaecological Society, the 
Council of University College, St. Thomas's Hospital 
Staff, the Smithsonian Institution, and the Medical and 
Chirurgical Faculty of the State of Maryland. 

Dr. Swayne presented a new stem pessary to the 
Museum. 

Walter Gripper, M.B. Cantab., was admitted a Fellow 
of the Society, John R. Somerville, M.D. (Chesterfield), 
and Thomas Cargill Nesham, M.D. (Newcastle-on-Tyne), 
were declared admitted. 

George R. Edleston Bonsall, L.R.C.P. Ed., was elected a 
Fellow of the Society. 

The following gentlemen were proposed for election : — 
Charles Egerton Fitzgerald, M.D. (Folkestone), Joseph 
William Hunt, M.B., B.S., Charles Egerton Jennings, 
L.R.C.P. Lond., Joseph Francis Porter, M.D., and 
Thomas Wholey, L.S.A. 



SPURIOUS. HERMAPHRODITISM. 

Dr. Fancoubt Babnxs showed a child three weeks oid, 
-which had been bom nnder hiB care at the British lijiag- 
in Hospital. It came nnder the claBsification adapted by 
Sir James Simpson of spnriouB hermaphroditism. The 
drawing he had had prepared showed the condition of the 
external genitals to be as follows : there is a large clitoris 
or penis with gland and prepace, at the end of the penis is a 
depression exactly simulating the meatus nrinarins, From 




a. Clitoris Drpenia. 

b. Deprettion timolatiug meatiu nrinirina. 
e. Fminm mnning into cinft]. 

d, Cansl from which nrina ii voided. 

e, Snlcna between labia or halveB of Mrotnin. 
/. Body of labinm or Ecrotnm. 



the nnder surface of the clitoris or peniB there is a frenom 
running into a canal which admits a full sized probe and 
from which urine is voided. The halves of the scrotnm 
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or labia are separated by a sulcus running from the canal 
above named to the anus. The mother of the child is 
aged twenty-two years ; she has had one other child^ a 
female, which only lived eight weeks. Dr. Fancourt Barnes 
could find no trace of testes in the labia or in the groins, 
nor any trace of uterus. He considered the case to be 
most likely an example of male hermaphroditism. 

Dr. Champkbys asked Dr. E. Barnes whether he had made a 
rectal examination. ' In a somewhat similar case Dr. Ghampneys 
had been able by this means to detect the uterus and determine 
the sex. At Dr. Barnes' request Dr. Champneys explored the 
pelvis by the little finger per rectum, and satisfied himself that 
no such body existed in this case. 

Dr. SwAYNE remarked that there was a specimen in the museum 
of the Bristol Medical School of a child with precisely similar 
external organs of generation, but with perfect uterus and ovaries, 
and that therefore he believed the child just shown to them to be 
a female. . 



HYPBRTEOPHT OF THE PLACENTA. 

Dr. Herman showed a specimen of hypertrophy of the 
placentq>. The patient had been delivered in the London 
Hospital Maternity Charity. She was thirty-three years 
old, had been married fifteen years, and this was her- tenth 
child. She had never had any miscarriage, and her pre«> 
yious confinements had all been good, except that with 
three of them she had had " flooding ; '^ but she had not 
heard of there being anything unusual about the afterbirth. 
All her children were bom alive, but the last only lived 
half an hour. Daring the last two months of her preg- 
nancy she had suffered from a " terrible pain '^ in the 
bottom of her stomach, which kept her awake at night, 
and the part was so sore that she could not bear the pres- 
sure of the bedclothes. She could not walk on account of 
this pain. Throughout the whole pregnancy she had great 
swelling of the legs, bat otherwise was quite well until this 



190 OALCABBOUB DSOENSRATION OF PLACEKTA. 

pain came on. During the last six weeks of the pregnancy 
she lost flesh very much. She ceased to feel any move- 
ments of the child two weeks before delivery. She began 
about the same time to lose blood from the vagina, at first 
only a little at a time^ but later on in considerable quantity. 
On August 29th labour pains began^ and the hsBmorrhage 
became much increased. The resident accoucheur was 
sent for^ who fd*und placenta prsevia marginalis and deli- 
vered under chloroform by podalic version. The placenta 
was removed piecemeal, and Dr. Herman was informed 
that it weighed at the time 11 lbs., that all clots were 
separated before weighing, but that a good deal of fluid 
subsequently escaped. Part only was preserved and taken 
to the hospital, part being left behind in the patient's 
house. The part preserved, and which Dr. Herman now 
exhibited, weighed more than 4 lbs. To the naked eye 
it did not differ in structure from healthy placenta. The 
child WBA decomposing. It was judged to be of about 
eight months intra-uterine age. The mother suffered 
during the lying-in period from phlebitis, first of the 
superficial veins of both legs, then of the deep veins of the 
left leg. Excepting for this she made a good recovery. 

Dr. EoBEBT Babnes observed that in some cases of hyper- 
trophy of the placenta which he had examinedi there was dropsy 
of the placenta and ascites and anasarca in the mother and 
foetus. It might be said that the placental villi were enormously 
increased in development in order to find sufficient pabulum in 
the hydremic blood. 



CALCAREOUS DEGENERATION OP PLACENTA. 

Db. Ohampneys showed for Dr. Mubray (who was absent) 
a placenta which Dr. Murray thought was a good specimen 
of so-called " calcareous degeneration.^^ In addition to this 
there was one peripheral cotyledon which showed "fibrinous 
degeneration/^ or the uterine and "calcareous degenera- 
tion,^' on the fcetal surface. The child was large, born 
alive, and the perinasum was very friable. 
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ON THE OBLIQUELY CONTRACTED PELVIS OP 
A CHILD WITH LEFT SACRO-ILIAC STNOS- 
TOSIS, TOGETHER WITH REMARKS ON THE 
PELVIS OF NAEGELB. 

By Francis H. Champnbys, M.A., M.B. Oxon., P.R.C.P., 

ASSISTAlfT I.BOTTTSEB OK 0BSTBTBIC8, BTC, AND ASSISTAITF OBSTBTBIO 

PHYSIOIAN TO ST. GBOBGB'S HOSPITAL. 

The following observation concerns the skeleton of the 
tronk of a child between the ages of seven and paberty^ 
from the mnseam of St. George's Hospital. No reference 
to be found in the museum catalogue. Vertebral column^ 
pelvis^ and shoulder-girdles complete ; coracoid processes 
of scapulae ossified but not joined to scapulae. Spines of 
all sacral vertebrae (except the second in which the 
laminae have met but not fused) absent, leaving the 
vertebral canal open. Sacral vertebrae separate. The 
three portions of the ossa innominata separate, except 
that the descending rami of the pubes and the ascending 
rami of the ischia are firmly ossified together. 

Maceration has removed all cartilages, and the pelvic 
bones have been joined together by metallic joints which 
preserve what must have been the approximate, but cannot 
be proved to have been the actual relative position of the 
parts during life. 

This uncertainty refers more particularly to the lower 
bones of the sacrum and the ischio-pubic portions of the 
ossa innominata, while the numerous articulations of the 
vertebrae and the accurate adaptation of the ilia to the 
sacrum ensure the maintenance of their proper relative 
position; the intervertebral discs have been replaced 
apparently by felt or cork. 

The vertebral column is deformed by a considerable 
kyphosis at the lowest thoracic vertebrae, below this region 
the lumbar vertebrae curve forwards, so that before the 
sacrum is reached the kyphosis seems to be compensated. 
The kyphosis is due to an abscess which has destroyed the 
bodies of the seventh thoracic to the second lumbar vertebrae 
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inclusive, and has produced ankylosis of the left articular 
processes between the ninth and tenth thoracic vertebraD, 
and of both right and left articular processes between the 
tenth and eleventh. 

There are marks of an abscess also in the left sacro-iliac 
joint J which has eroded the adjacent surfaces of the lateral 
mass of the third sacral vertebra, below which there are 
no signs of disease. Except a specimen in St. Bartholo- 
mew's Museum of a sacrum and one innominate bone 
showing synostosis and distortion, a careful search has 
failed to discover a single similar specimen in London. 

Description. 

Vertebral column. — The cervical column has nearly the 
usual direction, but is slightly inclined forwards. In its 
lower part the normal curve is exaggerated, and this curve 
(convexity forwards) is continued as far as the kyphotic 
angle, replacing the usual opposite curve in the dorsal 
region. As far as this point the left side of all the 
vertebrae is anterior to the right and on a lower level. 
Prom the kyphotic angle to the sacrum the normal lumbar 
curvature is seen, and there is no relative rotation forwards 
or downwards on either side. Seen from behind, the 
spines of the vertebrae show a nearly vertical line, except 
that below the kyphotic angle they seem to very slightly 
approach the left side. This deviation certainly does not 
exceed the amount often seen in normal skeletons. The 
influence of the kyphosis on the pelvis will be afterwards 
discussed. 

Sacrum. — The curve of the sacrum cannot be described 
on account of the way in which it has been artificially- 
articulated, it seems to present nothing remarkable. 

As above stated, none of the sacral spines are developed^ 
the laminae of the second sacral vertebra are the only ones 
which meet, those of the third sacral vertebra nearly meet, 
neither have fused, the others are widely apart, leaving the 
spinal canal quite open. The left hand lamina is superior 
to the right hand, and also superficial in both cases where 
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these approach one another; while in the lower lumbar 

yertebrsd the right hand lamina appears lower than the left. 

The left half of the sacram is markedly narrower than 

the right in its whole lengthy but not shorter or shallower. 

Breadth of right half of Ist sacral vert. — li in Ditto, left — 1 in. 

» » 2nd „ Uin • „ fin. 

M «• 8rd „ Uin „ (in. 

n M 4th „ 1 in „ (in. 

M » 6th „ }in „ I in. 

{* Measured to a faint line marking the synostosis.) 

The left anterior and posterior foramina are much 
smaller and rounder than the right. The left hand trans- 
verse process of the first sacral vertebra is not only smaller 
than the rights but is bent backwards and upwards towards 
the transverse process of the last lumbar vertebra^ which it 
approaches much more nearly than does that on the right, 

Scbcro-iliac joint. — ^The left sacro-iliac joint has obviously 
been the seat of an abscess which has (as above said) 
eroded the adjacent surfaces of the lateral mass of the 
first sacral vertebra and ilium^ has produced synostosis of 
the second sacral vertebra and ilium^ and has eroded the left 
free surface of the lateral mass of the third sacral vertebra^ 
below which there are no signs of disease. The boundary 
between the sacrum and ilium is marked by a faint line. 

Osaa innominata. Ilia. — ^The left ilium is somewhat 
more perpendicular than the rights but is not nearly vertical^, 
it is decidedly the smaller especially horizontally ; its poste*^ 
rior superior spine projects further backwards than the 
right. It is doubtful whether either posterior superior 
spine is the lower (posterior rotation round acetabular 
axis)^ but if either is the lower it is the right (unusual). 
The crest of the left ilium is thicker at its middle than the 
corresponding part of the right ; when held up to the light 
the right ilium is more translucent than the left. The crest 
of the left ilium is more strongly curved than the right ; 
the part of the left ilium forming the great sciatic notch 
shows a great contrast with regard to the left^ being much 
more strongly curved^ as will be se^n by the following 

VOL. xziv. 13 
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measorements : — ^Diameter of iliao portion of greafc sciatie 
notch: right If in.^ left 1 in. (compression of left side). 

Seen from below^ the right iliam is directed more trans- 
versely than the left. 

Seen from the front this is also perceived^ and the right 
venter ilii^ which is larger than the left^ looks more forwards 
and more upwards than the left. The part of the linea 
innominata formed by the left ilium is more strongly 
curved than the rights especially at its posterior part ; no 
excessive development of either anterior inferior spines 
can be seen (kyphosis) ; no difference can be seen in the 
sisse of the nutrient foramina of either ilium. From the fronts 
the apparent backward displacement of the left ilium on tho 
sacrum is seen to be due rather to a backward displacement 
of the part of the lateral mass of the first sacral vertebra 
not destroyed by disease than to a gliding of the ilium on 
the sacrum. 

Puhes. — ^The horizontal ramus of the left pubic bone is 
longer than that of the right and but slightly curved^ 
while the right as it approaches the symphysis pubis is 
somewhat sharply curved^ the right horizontal pubic ramus 
is slightly but decidedly stouter than the left. 

Seen from above^ the right half of the symphysis pubis 
is anterior to the left. The descending ramus of the pubes 
and ascending ramus of the ischium on the left side are 
stouter than those on the right (vertical compression from 
left tuber ischii rather than atrophy). 
. lechia. — The part of the left acetabulum formed by the 
ischium as compared with the right shows indentation^ a 
slight but distinct bulging being seen on the inner surface. 
. Acetdbula. — Both acetabula are denuded of cartilage as 
above described^ but show no signs of disease. 

Obturator foramina. — The left is very slightly shorter 
vertically than the right, and its lower border is less sharply 
curved than the right ; in other words, the right foramen 
is the more triangular, the left the rounder. The right 
tuber ischii is on a lower level than the left (all these 
points show vertical compression from left tuber ischii 
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upwards) J the left is almost certainly, considerably inverted 
and the right probably slightly inverted, certainly not 
everted. As the bones are at present arranged, when seen 
from above, the spine of the left ischium is in the same 
vertical plane with the left border of the coccyx, and the 
right ischium also narrows the outlet considerably. Seen 
from below, the ischio-pubic, as well as the iliac portion of 
the right os innominatum, is distinctly anterior to the left. 



.2 




The size and direction of the pubic angle can only be 
approximately ascertained, but seems very small, and 
directed if anything to the right side rather than the left. 
Brim of pelvis, — ^No projection forwards of sacrum. 
Starting from the middle line, the linea innominata runs 
horizontally to the left and a little backwards till close upon 
the sacro-iliao joints where a sudden curvature begins and 
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reaches its intensity at or about the sacro-iliao joint ; from 
this point it gradually diminishes until^ at the junction of 
the middle with the anterior third of the iliac portion of 
the linea innominata, the curvature ceases, aa f ar as the 
middle of the left horizontal pubic ramus, but for a slight 
but decided inward bulging at the ilio-pubic synchondrosis 
that is opposite the left acetabulum ; the inner half of the 
left horizontal pubic ramus is very slightly curved as far 
as the symphysis. Starting agaiZfrom the middle line of 
the promontory of the sacrum the linea innominata runs 
transversely outwards until about an inch from the right 
sacro-iliac joint, where a slight, steadily increasing, unin- 
terrupted curve runs to the symphysis pubis ; the greatest 
intensity of the curve being near the symphysis pubis. 

Symphysis pubis. — ^Markedly displaced to the right side^ 
a line perpendicular to the anterior surface of the base of 
the sacrum cutting the left pubic bone half an inch to the 
left of the symphysis. 

Lumbo'Sacral angle (anterior).— There is no angle at the 
promontory, the lumbar and sacral vertebras forming an 
unbroken 8 -shaped curve. 

Sv/mmarised descripUon.'^ThiB pelvis has suffered dis- 
tortion while still immature, the causes of the distortion 
will be subsequently considered. 

The changes themselves may be thus enumerated: 

1. Caries of left sacro-iliac joint. 

2. Ankylosis of second left sacral transverse process 
and adjacent part of ilium. 

3. Dwarfing of whole of left half of sacirum. 

4. Backward and upward bending of transverse process 
of first sacral vertebra. 

5. Sinistral rotation of sacrum and with it of lumbar 
vertebroa. 

6. Oblique contraction of pelvis in the direction of the 
left sacro-cotyloid diameter. 

7. Expansion of pelvis in direction of right sacro-cotyloid 
diameter. 
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8. (Displacemeiit of c^ymphysis pubis to right). 

9. Condensation of parts of brim formed by left iliam 
and rigbt pnbes. 

10. Elongation of parts of brim formed by rigbt ilium 
and left pubes. 

11. Condensation and increased flexion of left ilium^ 
tbese same points diminished in right ilium. 

12. Backward displacement of left os innominatum. 
18. Vertical compression of iscbio-pubic division of left 

OS innominatum. 

14. Greater verticality of left ilium than right. 

16. Absence of backward rotation of left os innominatum 
round acetabular axis. 

16. Absence of absolute proof of eversion of right tuber 
ischii^ and of right half of pubic arch. 

Before proceeding to refer the above points of distortion 
to their several causes it will be well to discuss the ques- 
tion of the influence of the kyphosis on this pelvis. The 
exact pelvic inclination can now hardly be determined^ 
but on balancing the pelvis and trunk on two fingers^ sup- 
porting it by the acetabula, the.anterior superior spines 
are seen to be on a plane slightly posterior to the spines 
of the pubeS; and the pelvic inclination to be about 30^ 
instead of about 60^. This estimation^ however^ is neces- 
sarily very rough and inexact^ and a safer plan will be 
that of testing the point by searching for the existence of 
the well-known kyphotic points. 

The influence of kyphosis is tested by the following 
points. — ^In a kyphotic pelvis : 

1. The body weight acting on the lower limb of the 
kyphosis fells abnormally far back. 

2. The upper part of the sacrum is rotated backwardsj 
the lower part forwards. 

3. The bodies of the upper sacral vertebraa retreat back^ 
wards from between their alse, causing transverse concavity 
of the sacrum. 

4. The anterior sur&ce of the sacrum is straightened 
and drawn out from above downwards* 
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5. The pelvic inclination is diminished. 

6. Increased traction on the ilio-femoral ligaments causes 
inversion of the ischio-pnbic and eversion of the iliac 
portions of the ossa innominata ; the venter ilii looks more 
horizontally upwards^ the dist. sp. il. and cr. il. are in« 
creased; the S-shaped cnrve of the iliac crests is dimi- 
nished; the posterior superior spines are approximated; the' 
brim is narrowed transversely, widened antero-posteriorly. 

7. The insertions of the ilio-femoral ligaments, namely^ 
the anterior inferior spines and the upper borders of the 
acetabnla, are strongly developed. 

8. The tubera and spines of the ischia are approximated^ 
and the pubic angle is narrowed. 

9. Increased inward pressure on the acetabula caoses 
approximation of the posterior parts of the horizontal pabic 
rami and projection of the symphysis. 

10. The tubera ischii are driven backwards and inwards^ 
and are rounded and slender; the ascending rami of the 
ischia are stouter and more everted. 

To test our pelvis we will take these points in order : 

(1) The direction of -the action of the body weight 
cannot now be directly ascertained. 

(2) There is no rotation of the sacrum. 

(8) There is no transverse concavity of the sacrum. 

(4) There does not appear to be any straightening or 
elongation of the anterior surface of the sacrum. 

(5) The pelvic inclination may be diminished, but this 
cannot be proved. 

(6 and 7) There is no special development of the poihtiii 
of insertion of the ilio^^femoral ligaments ; there may be 
some eversion of the ilid>c and inversion bf ischio-pabio 
portions of both ossa innominfttft (rotation round an'anteiro-» 
posterior aids), though this point is obscured by the foctf 
that the skeleton is that of a child, and has, therefdre> 
undergone little lateral expansion of the true pelvis. Allow"^ 
ing for the age there is little if any diminution of the 8-' 
shaped curve of the iliac crests, especially of the left; there 
is certainly no apprOxitnlbtion of the posterior superiox^ 
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spines ; the brim shows quite a different shape to that 
characteristic of kyphosis. 

(8) The tubera and spines of the ischia seem to be 
approximated and the pubic angle to be narrowed^ but^ 
as above remarked^ the accuracy of the position of the 
ischi6-pubic parts of the ossa innominata is a matter of 
great uncertainty^ and again the non-expansion of the true 
pelvis in connection witb immaturity must be remembered. 

(9) There are signs of increased inward pressure on 
the acetabulum on the left side but none on the right. 

(10) There is no evidence of backward displacement 
of the right tuber ischii^ nor of eversion of the ascending 
rami of the ischia. 

The detailed consideration of these points decidedly 
indicates the absence of any kyphotic influence^ but a 
further consideration of the influence of kyphosis seems to 
finally eliminate this as a cause. The whole train of pelvic 
chaDges in kyphosis depends on backward displacement 
of the body weighty and this is indicated by backward 
traction and backward rotation of the upper part of the 
sacrum ; if these are absent the subsequent links of the 
chain need not be considered^ and their absence in tliis 
pelvis enabled us to regard it as independent of the influeiice 
of kyphosis. 

Theoretical description of this pelvis. — The pelvis before 
us is that of a child^ in which the changeis at puberty had 
already slightly commenced^ as is shown by the forward 
and downward advance of the sacrum between both ilia 
and a certain amount of lateral expansion of the pelvis on 
botb sides. At this point the left sacro-iliao joint became 
inflamed^ and the disease eventually resulted in synostosis 
of the left transverse process of the second sacral vertebra 
and the adjacent part of tbe left ilium. The growth^ not 
only of the left side of the first and second vertebraBj but 
of the whole of the left side of the sacrum and coccjrx^ 
was dwarfed^ an e^ent of influence which puts out of the 
question any such explanation as that of pressure. Thd 
mechanism of the left sacro-iliac joint becaine derangidda 
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^e sacram^ unable to move forwards on the left^ con- 
tinned to do so on the rights and the sacrum and lumbar 
vertebras came to look somewhat to the left; the body 
weight was no longer equally distributed and fell with 
increasing heaviness on the left side. The pressure in the 
left acetabulum increased^ the acetabulum itself bulg^ 
inwards and probably drove inwards and backwards with 
it the left pubes and ischium. Increased pressure in the 
direction of the left sacro-cotyloid diameter narrowed the 
left half of the pelvis and drove the symphysis pubis to 
the rights also displacing the left half of the symphysis 
behind the right. 

In an arch like the brim of the pelvis^ compression by 
a weight will ia»ct in proportion to the coincidence of the 
direction of the pressure with the direction of the seg- 
ments of that arch ; in other words^ the upward pressure 
acting in the direction of the left sacro-cotyloid diameter^ 
and the counter-pressure of the body weight acting in the 
same direction^ have actually compressed the parts of the 
brim formed by the left ilium and horizontal ramus of 
the right pubes, which are more or less parallel to the 
direction of this force ; while the parts of the brim 
formed by the right ilium and horizontal ramus of the left 
pubes, being comparatively free from pressure in the 
direction of their long axes^ are at least relatively 
lengthened. The reversal of the relative positions of the 
laminas of the vertebraB^ on passing from the lumbar to 
the sacral region^ may indicate increased upward pressure 
on the left half of the sacrum. 

The increased pressure in the left sacro-cotyloid 
diameter has resulted^ as usual^ not only in compression 
of the ilium on that side (Lett), but also (by the increased 
advantage with which the weight acts through the right 
sacro-iliao ligaments^ in consequence of the nearer 
approach of the direction of their line of action on the 
right iliac beam to a right angle) in the disproportionate 
expansion of the right half of the pelvic brim. The 
results then so far are the usual ones of lateral flattening. 
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backward displacement^ and relative verticality of left 
ilium on the one hand ; and lateral expansion^ relative 
anterior displacement^ and relatively increased hori- 
zontality of the right ilium on the other. It must^ how- 
ever^ here be noted that^ compared with most Naegele 
pelves^ the outline of the brim on the ankylosed side is 
less straight^ and the ilium on the same side shows less 
posterior and upward displacement^ and less verticality 
than usual^ while there is absolutely no evidence of 
backward rotation of the left os innominatum round an 
acetabular axis. It is quite plain that the comparative 
smallness of the left os innominatum is dne to compression 
rather than atrophy^ and that the same cause is answer- 
able for the vertical shortening of the left ischio-pubio 
segment^ while pressure cannot be assigned as the cause 
of the dwarfing of the whole of the left half of the 
sacrum^ especially as the lower part of the sacrum is not 
dwarfed in extreme scoliosis. The actual position of the 
spines and tubera of the ischia cannot be with certainty 
made out^ but even if both were really inverted^ this 
would be the usual condition on the left (ankylosed) side^ 
while the condition on the rights if one of inversion^ 
would bear out the view of the author as to the necessity 
of some considerable lateral expansion of the pelvis before 
eversion can take place : — 

"A few words are required to explain the inversion 
of the tuber ischii of the afEected (same) side in the pelvis 
of Naegele^ and its eversion in the scoliotic pelvis. This 
eversion in the scoliotic pelvis is referred by Leopold to 
the action of the rotator muscles of the thigh^ which pass 
from the tuber ischii to the great trochanter^ and which 
act with greater force on the affected side from the &ct 
of the weight falling on that leg^ and the consequent 
higher position of the acetabulum. This explanation is 
ingenious^ but has always seemed to me inadequate ; and 
the comparison of these two pelves throws considerable 
doubt on it. Moreover^ it could at most produce 
eversion of the tuber ischii^ but could never produce 
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rotation of the whole innominate bone. Again^ if the 
weight falls on the affected side in one pelvis^ so does it 
in the other^ and the result should be the same. It ia, 
however, precisely the reverse. We must seek, then^ for 
another explanation. It seems to me that the explanation 
is to be found by contemplating the pelvis not only dorinff 
walking but also during sitting. 

'' In the scoliotic pelvis, which is usually (it must be 
remembered) also a flat pelvis, the action of the posterior 
ilio-lumbar and ilio-sacral ligaments has been in marked 
operation on the iliac beam, which has acquired unusuiEkl 
flexion at the point of least resistance, and the pelvis has 
become laterally expanded. This flexion can be well 
perceived by marking the angle (seen from below) 
formed by the iliac and ischio-pubio portions of the os 
innominatum. The tuber ischii is thus carried somewhat 
outward, and the acetabulum and tuber ischii, instead 
of being practically in a straight line with the sacro-iliao 
joint (from which the weight is tra>nsmitted), lie outside. 
The portion of bone intervening between the resistance 
below (tuber ischii or acetabulum) and the weight above 
(extremity of sacral ala and posterior superior spine) may 
be regarded as a rod of a length determined by the 
distance between two lines (one drawn in the direction 
of the action of the weight, and the other in that of the 
resistance) opposite the sacro-iliac joint. The result will 
be the production of that which is technically known as 
'a couple of forces,' the action of which is to produce 
rotation. The os innominatum is thus rotated round an 
antero-posterior axis through the sacro-iliac joint; the 
tuber ischii is everted. 

*' It is evident that the more nearly the lines of pressure 
and weight coincide, the shorter is the rod, the less the 
rotation. In other words, the less the transverse . pelvic 
diameter at the tubera ischii and acetabula the less the 
subsequent rotation of the os innominatum. The eversion 
is produced on one side only, because the weight falls on 
that side ; the other tuber ischii, on the contrary, is inverted 
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from the traction of the great sacro-sciatic ligament^ the^ 
tension of which is increased by the deviation of the sacrum 
to the opposite side^ while the sameligament on the affected 
side is relaxed. The eversion of the tubera ischii^ whether 
on one side or both, depends not on scoliosis primarily, but 
on flattening of the pelvis, and this on forward inclination 
of the body weight, usually marked by lumbar lordosis. 

'' In the pelvis of Naegele, ankylosis has prevented the 
operation of the iliac beam ; the lateral expansion of the 
pelvis does not take place ; the tuber ischii falls within 
the perpendicular of the weight of the body j the arm of 
the lever points towards ; rotation of the os innominatum 
and tuber ischii occurs inwards ; the pelvic outlet of the 
same side is narrowed j but the sacro-iliac joint being 
destroyed, the inversion affects the tuber ischii only, rota- 
tion being impossible. 

" In the ordinary rickety flat '' Sitzbecken,'' both tubera 
ischii are everted. This view gains support by the con- 
templation of a child's pelvis, in which lateral expansion of 
the pelvis as a whole, and of the tubera ischii in particular, 
has not yet taken place. The usual dwarflngs of the os 
innominatum of the affected side in the scoliotic pelvis 
would seem to show that the same dwarfing in the pelvis 
of Naegele is largely due to growth under abnormal pres« 
sure rather than to arrest of development as ordinarily 
understood. 

'^ Scoliotic pelves occur in which the weight seems to 
have fallen first on one side and then on the other, the 
tuber ischii of the eventually overweighted side being in« 
verted instead of everted. With regard to these it need 
only now be remarked that inversion of a certain degree 
will prevent the possibility of subsequent eversion even 
under reversed conditions, the lever having once pointed 
inwards. To procure eversion the lever must first be made 
to point outwards j the weight of the body will subse- 
quently increase its length. That sitting has a consider- 
able effect appears from the frequent dwarfing of the whole 
affected os innominatum even below the acetabulum) 
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This it would seem mnst be prodnced by pressure at the 
tuber ischii."* 

The vertical compression of tbe left iscliio-pubic segment 
would be due to sittings the weight falling principally on 
the left tuber ischii. 

The unusual characters of this pelvis^ namely^ the absence 
of extreme straightness in the outline of the brim on the 
left (ankylosed) side^ the absence of backward rotation of 
the left OS innominatum round an acetabular axis, the 
absence of great verticality of the left ilium^ the absence 
of eversion of the right ischio-pubic segment^ may be 
explained by the very probable supposition that the child 
died not long after the completion of the ankylosis. Had 
it lived longer^ the bones forming the left half of the 
pelvic brim would have grown tmder pressure in the direc- 
tion of the left sacro-cotyloid diameter^ and would hardly 
have failed to present the usual outline j the body weight 
acting downwards^ and the resistance of support acting 
upwards in the direction of the left sacro-cotyloid diameter 
would have probably displaced the left ilium as usual 
upwards and backwards^ and rotated it backwards round 
the acetabular axis ; while increasing expansion of the 
right half of the pelvis might, on the author's theory, have 
eventually resulted in eversion of the right tuber ischii. 

Death probably cut the experiment short, and gave us 
this specimen of a half-developed, obliquely contracted 
pelvis of unilateral synostosis. 

The pelvis is almost certainly not one of primary op 
very early ankylosis, and therefore not a typical pelvis of 
Naegele, the variations from which have been above des* 
cribed and explained. This makes the coincidences and 
variations the more instructive in discussing the causes of 
the production of the typical pelvis of Naegele. 

The dwarfing of the sacrum above described requires a 
few additional remarks. This dwarfing is a character of 
the pelvis of Naegele, and is also seen on both sides in that 

• « Edin. Med. Journ./' September, 18S0. " CompariBOii between the 
scoliotic and obliquely contracted (Naegele) pelves" (by tbe author). 



WITH LEFT 8ACBO-ILU0 SYNOSTOSIS. 205 

of Robert^ botli of which pelves have sacro-iliac synostosis 
in common ; while it is absent from the lower part of the 
sacrum in the pelvis of even extreme scoliosis. 

It has been strongly urged that the primary defect in 
the pelvis of Naegele is congenital narrowness of one side 
of the sacrum. In the pelvis before us we see the same 
condition as the result of ankylosis almost certainly the con- 
sequence of inflammation^ and not congenital or even early 
acquired ; a fact which adds weighty so far as it goes^ to the 
claims of ankylosis of the sacro-iliac joint as the primary 
factor in the deformity, over those of congenital ill-develop* 
ment of the sacrum. Although the pelvis of Naegele in its 
typical form is well known, its essentml cause or causes have 
always been a matter of dispute especially on the question of 
ankylosis of the sacro-iliac joint. In discussing the whole 
question it must be remembered that there are obliquely 
contracted pelves which are not specimens of the pelvis of 
Naegele, at the head of which is the pelvis of lumbar 
scoliosis. Between a scoliotic pelvis and a typical pelvis 
of Naegele a comparison may be drawn including several 
well-marked divergencies (' Edin. Med. Joum./ Sep., 1880); 
of these the most striking is that which refers to the shape 
of the brim. In the scoliotic pelvis the linea innominata 
usually begins with a strong curve posteriorly on the 
affected side while in the pelvis of Naegele it is almost 
straight. It can hardly be doubted that this difiEerence is 
due to the presence or absence of ankylosis permitting the 
forward movement of the sacrum and consequent expansion 
of the brim in the case of scoliosis, and preventing both 
these operations by abolishing the sacro-iliac joint in the 
case of the pelvief of Naegele. The pelvis before us illus- 
trates another effect of ankylosis, namely, the dwarfing of 
the whole of one side of the sacrum. Were this du6 to 
simple pressure we should undoubtedly find a similar extent 
of dwarfing in at least the more marked cases of scoliosis^ 
but an examination of scoliotic pelves shows the effect of 
mere pressure not to extend below the parts compressed^ 
and we must therefore conclude that the difference in effect 
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is dne to a difiEerence in cause^ namely^ to the presence or 
absence of ankylosis. It is easy to understand how anky- 
losisj by abolishing the snb-epiphysial layers of ossifying 
cartilage will stop the growth of bones^ but it is not so easy 
to explain the extension of this effect to adjacent bones not 
actually involved in the process. The effects^ howeverj are^ 
as a matter of f act^ different in the cases of pressure and anky« 
losis j and the explanation will probably be found in the study 
of the general effects of synostosis on the growth of bones. 

The whole point of the controversy seems to centre round 
the question whether the pelvis of Naegele is the result 
simply of alteration of the relations of pressure, or whether 
ankylosis is essential for its production. This one condition 
of the alteration of pressure includes ixmumerable other 
conditions frequently detailed as causes of the production 
of the pelvis of Naegele. The two causes^ for instance^ set 
forth by Spiegelberg^ namely^ congenital narrowness of 
one of the sacral alaa and increased weight thrown on the 
same side of the pelvis are not two causes but one^ since 
the first will inevitably lead to the second. Spiegelberg, 
indeed^ asserts that the second will also lead to the first ; this 
is no doubt true^ but the study of the scoliotic pelvis shows 
us that pressure alone will be strictly limited in its effects 
to the region of pressure and that ankylosis rarely results 
even from great overloading of one side. 

The cases related by Naegele ('^Das schragverengte 
Becken./' S. 64)^ of obliquely contracted pelves without 
ankylosis are open to the following remarks :— -No. 1 (in 
his collection) is said to show the deformity only slightly ; 
No. 2 (reported to him with few details) seems also not 
an extreme case ; No. 3 (also not seen by him) is related 
also with few particulars. It is not unlikely that these 
are scoliotic pelves. 

It is not denied that other causes (such as those selected 
by Spiegelberg) are sufficient to produce most of the 
characteristic deformities^ but^ if exactly the same defor-^ 
mities are found (other things being equal)^ whether anky- 
losis is or is not present^ ankylosis can have no influence 
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in producing the pelvis of Naegele. If this is the case, 
the influence of the iliac beam as an essential factor in the 
normal development of the pelvis can also be eliminated ; 
and this, considering the number of points which it alone 
satisfactorily explains, we are not prepared to do. More- 
over, we do not believe that the results are the same whether 
ankylosis is present or not. It may be remarked with 
reference to the statements of Hohl (Path, des Beckens), 
that although he has shown the expansion of the pelvis 
to go hand in hand with the development of the sacral 
alas, this need not prove more than that the preparation 
of the fulcrum of a lever is necessary for its action. This 
of course does not deny the influence of diminished nutri- 
tion on adjacent bones. 

In the pelvis before us the possibility of ankylosis being 
a secondary result of overloading is practically out of the 
question, or at least, highly improbable in the absence of 
any of the known causes of overloading, such as hip-joint 
disease, scoliosis, &o., and in the presence of distinct 
evidence of inflammation of the sacro-iliac joint. An 
actual study of the so-called pelves of Naegele without 
sacro-iliac ankylosis would do much to contribute to a 
final solution of the difficulty ; it would, for instance, show 
what are the differences if any in the lower part of the 
sacrum in cases of (1) supposed congenital smallness of 
one sacral ala ; (2) dwarfing of the joint by chronic inflam- 
mation without ankylosis as in the case related by Spiegel- 
berg (' Arch. f. Gyn.,' ii, 1871) ; and (3) ankylosis. In 
such a study one point to be looked for would be the 
evidence bearing on the date of ankylosis, principally 
furnished by the amount of forward movement of the 
sacrum on the ilium, as this cannot proceed subsequently 
to ankylosis. This point should always be looked to in 
any such study as that before us, inasmuch as the normal 
pelvic development may proceed naturally until deranged 
by ankylosis, and in the resulting pelvis the effects of 
antecedent normal development and of subsequent derange- 
ment by ankylosis must be carefully distinguished. 
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The cases related by Spiegelberg (' Arch.f. Qyn.,^ii, 1871, 
8. 145) bear out, so far as they go, the speculation above 
put forward, that the dwarfing produced by inflammation 
and that produced by ankylosis may be different. 

In his case of ankylosis (S. 151) the lateral dwarfing is 
seen by the measures given, to have afEected the whole of 
the side of the sacrum corresponding to the ankylosis ; 
while in the case of inflammation without ankylosis this 
dwarfing is marked only in the part of the sacrum belong- 
ing to the sacro-iliac joint (S. 161), while the conditions 
opposite the 4th sacral foramina are actually reversed, the 
side of the inflammation being the broader. 

Given the evidence of early if not congenital ankylosis 
on the one side, and of congenital smallness of one sacral 
ala without ankylosis on the other, it would then be neces- 
sary to compare these two pelves closely, especially with 
regard to the shape of the posterior part of the linea in- 
nominata in each. If it were found that original ill-deve- 
lopment of the sacral ala led to a diminution but not to an 
abolition of lateral expansion, while primary or very early 
ankylosis absolutely prevented it, a very strong confirma- 
tion would be given to the view that ankylosis is essential 
for the production of a typical pelvis of Naegele. If the 
beam and lever explanation is correct (and the study of 
pelves increasingly confirms it), a small sacral ala will 
produce a small but none the less a real expansion, while 
ankylosis will entirely prevent any such expansion. The 
comparison of the scoliotic pelvis with the pelvis of Naegele 
before referred to, bears out this view and shows many 
resemblances due to common causes, together with one or 
two essential differences, due to different causes ; and this 
should be remembered in the discussion of the causes of 
the pelvis of Naegele, which is something more than an 
obliquely contracted pelvis. 

The difficulty of such a comparison as that above sug« 
gested would be great, and indeed, in the absence of the 
specimens (which are scattered over Europe), or their casts^ 
impossible. 
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Mr. Qbiffith thought that the evidence of there having 
been destructive disease of the sacro-iliac joint during in&ncy 
insufficient, and regarded the synostosis, which was limited 
to that part of the joint formed by the second sacral yertebne 
and the adjacent part of the ilium, as congenital. If this were 
the case, Dr. Cliampneys' theory of the causation of the deformity 
would require moaification. Mr. G-riffith also mentioned that 
there are three specimens of partial synostosis of sacro-iliac 
joints in the museum of St. Bartnolomew s Hospital, but without 
deformity, in addition to the one referred to by Dr. Champneys 
which is a portion of a typical Naegele pelvis. 

In answer to Mr. Griffith, Dr. Ohampneys said that the left 
sacro-iliac joint showed clear signs of disease sufficient, in his 
judgment, to account for the synostosis, in which case it was 
hardly logical to explain the ankylosis by a second cause. His 
point was that this was not a true Naegele pelvis in shape. The 
variations must have some explanation, and the variations he had 
set forth accounted for the facts. The pelvis was specially inte- 
resting as throwing light on the production of the true Naegele 
pelyis by the method of differences, and also as illustrating the 
effects of mechanical influences in modifying pelves generally. 



CASE OF TRANSVERSE SEPTUM IN THE 

VAGINA, 

By Henbt Gebvis, M.D. 

Thb malformation present in the following case is^ I 
think, suflSciently rare to be worthy of a brief record. 
M. B — , 89t. 22, was admitted into St. Thomas's Noyember 
29th, 1881. She stated that she had always been con- 
sidered delicate, but had never had any serious illness* 
She commenced to menstruate at fifteen, and with the 
exception of a stoppage of three months on one occasion 
had menstruated regularly since. The discharge had been 
rather free, but unattended with pain. In the intervals 
of the periods she had had a constant leucorrhoea. For 
the last month she had experienced great pain in mictaii- 
tion, and had noticed the water ocQasionally to contain 
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small clots of blood. It was for this she sought admis* 
sion. The catamenia coming on almost directly after she 
came into the hospital examination had to be postponed for 
a week, but on December 8th the following particulars were 
ascertained. Prom the urethral orifice protruded a large 
and rather firm caruncular growth, about the size of a 
flattened hazel nut, with irregular outline, having extensive 
adhesions to the urethral lining membrane, and being ex* 
tremely sensitive to the touch. On proceeding to make a 
vaginal examination it was found that the vagina ended 
apparently in a cul de sac at from one inch and a half to 
two inches from the entrance, and further that this aul de 
sac had on either side a pouch, which gave at first an 
impression that the case was one of double vagina. On 
further examination, however, there was found in the left 
comu or pouch a small opening, through which a probe 
could be passed into a space beyond, at the summit 6i which 
rectal examination detected a uterus somewhat bulkier than 
normal. The septum itself was apparently about a line 
in thickness, and moderately extensile. At the entrance 
to the vagina was a fairly defined annular hymen. Evi- 
dently, therefore, this septum was not a misplaced hymen, 
and whether its origin were congenital or the result of 
early adhesive inflammation it was difficult to decide. 
The girl herself was quite unaware of anything being 
wrong with the uterine system beyond the persistence of 
a considerable leucorrhoea. On the 12th she was placed 
under ether, and I dissected out the caruncle from the 
urethra, subsequently applying the thermo-cautery to the 
bleeding surface. Then passing a probe through the 
small opening referred to as present in the left vaginal 
comu I pressed the septum downwards and divided it 
upon the prpbe with the thermo-cautery flush with the 
vaginal wall on either side, and then further divided 
centrally the upper and lower segments. In the portion 
^of the vagina above the septum was a largish quantity of 
brownish mucus which had apparently been more or less 
pent up there for some time. The uterus was found 
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somewhat hyperplasic and Tetroverted ; the os snrroiinded 
by a collar of granular erosion. No hsemorrhage occurred 
in the operation. The vagina was syringed oat with car- 
bolised water and well plugged with strips of lint dipped 
in carbolised oil^ and these were removed and replaced 
daily for about a week. Some slight rise of temperature 
followed the d6uble operation for a couple of days^ but it 
soon subsided^ and in less than a fortnight both urethra 
and vagina were sound. The catarrhal endocervicitis 
also began immediately to improve when freed from the 
apposition of the secretions retained in the upper half of 
the vagina^ and which evidently found but an imperfect 
outlet through the small foramen referred to. The 
advantage of the thermo-cautery in such a case as this^ in 
both preventing haemorrhage and lessening the risk of 
septic infection^ is^ I think^ obvious. In a case of double 
vagina I reported to the Society some time ago I divided 
very satisfactorily the septum with the galvano-cautery^ 
and quite recently I used the Paquelin in a case of 
imperforate hymen in which the membrane was so tough 
that there had collected behind it^ in vagina and uterus^ 
nearly two pints of the usual fluid. The recovery was 
without incident. 



CASE OF SO-CALLED IMPERFORATE HYMEN. 
By J. Matthews Duncan^ M.D. 

I AH induced to relate the following case by three cir- 
cumstances. Firsts the remarkable absence of any kind of 
suffering during nearly the whole time of the development 
of the disease ; second^ its illustrating the mode of treat- 
ment without any injections, which was a subject of some 
remarks at a recent meeting of this Society ; and third^ 
the condition of the pudendum, rendering the name ' im-' 
perforate hymen ' erroneous and misleading. 
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S. P — y aet. 21, single, invalid attendant, was admitted 
into St. Bartholomew's Hospital on March 7, 1882. She 
was in splendid good health and had the appearance of it 
and had no medical history. Urine 1020, acid, clear, no 
albumen j temp. 98'8°, pulse 88. 

She had never menstruated nor suffered any uneasiness 
connected with that function till about eight months ago. 
She was then told by a medical man that she had a lump 
in the lower belly ; and since then she had had irregular 
achings in the lower abdomen and lower back. These 
pains came on for about fourteen days of every month, but 
not regularly. 

There is a tense swelling of the size and shape of half 
a large hen's Bggy soft and giving the feeling of fluid, 
protruding between the separated labia majora. It is 
purplish-red in colour and has a nearly uniform surface. 
On its upper half and a quarter of an inch below the 
urethra there is a circular area, nearly of the extent of a 
shilling, mapped out by a projecting mucous fold, evidently 
hymeneal, somewhat larger posteriorly than anteriorly. 
Between its posterior margin and the fourchette is the 
developed fossa navicularis. In other respects the external 
organs are natural and healthy. 

Since it was first observed the abdominal tumour is 
reported as having increased gradually. Now it is a 
rounded smooth elastic hard mass, whose upper margin 
is on a level with the navel, only slightly prominent^ 
sensitive but not tender, not movable. On the right side 
near the navel, a nodule can be felt projecting from the 
general outline of the hardness, of the size and shape of 
the body of a virgin uterusi Per rectum, the distended 
vagina is felt filling the pelvic excavation almost completely 
and down to the floor of the cavity^ 

While the patient was under ether, in the lithotomy 
position, an incision about an inch and a half long> was 
made in the mesial line, backwards from the anterior 
margin of the hymeneal circle, by Paquelin's cautery knife* 
There immediately flowed 25 ounces of the retained men^ 
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strual fluid. Na hypogastric pressure or interference with 
its flow was permitted. A piece of carbolised oil lint 
was placed over the vulva and the patient removed to 
bed. The fluid was of the characteristic treacly or tarry 
consistence^ greenish black in colour^ and with only a faint 
faded odour. 

In the course of the first day after the operation about | 

20 ozs. of retained fluid escaped and the last of it on the 
fifth day after the operation ; in all above 50 ozs. At no 
time had it any foetor. 

The woman made an uninterrupted recovery, her pulse 
and temperature being at no time abnormal. 

On the sixth day after the operation, there being now 
only slight mucous discharge from the vagina, the following 
state of the pudendum was noted. The vulva has a natural 
appearance everywhere, except that the fossa navicularis 
or post-hymeneal mucous membrane is still a little more 
extensive than natural. The structure described before 
the operation as hymeneal is now a natural fleshy hymen 
in appearance and position. The membrane enclosed by 
it and which was divided by the cautery, has almost 
entirely disappeared ; its persistent margins, seen on sepa- 
rating the lateral hymen folds, being red and suppurating 
surfaces. The vaginal cavity is very large, the finger 
scarcely reaching the large, hard, and patulous cervix 
uteri. The vaginal walls feel as thick as the finger and 
nearly as hard. 

On the 14th day after the operation copious menstrua- 
tion began after a day of trifling pain in the lower abdo- 
men. After a few days it ceased; and about a week 
afterwards she left the hospital, having directions to pass 
daily a large rectal bougie (No. 12) through the vaginal 
orifice, which had a tendency to contract, allowing only a 
finger to pass with some pressure. 

There can be no doubt that, in this case, the great 
accumulation of menses, with corresponding dilatation of 
passages, took place slowly as usual, and without pain^ 
which latter circumstance is worthy of remark on acconnt 
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of its rarity. There was indeed pain^ which she described 
a% not severe^ and as irregular in time or without defined 
periodicity^ during the last eight months of the retention ; 
but already^ when it began^ a tumour was felt in the 
hypogastrium ; and the pain existed only after assurance 
from a medical man that she had disease. 

The upper contour of the hypogastric swelling had its 
outline broken by a projection already described as felt 
to the right of the mesial line ; and this mass, I believOj 
was the undilated uterine body^ for it resembled it in size 
and its position accorded with the supposition ; but the 
supposition was not verified. 

It appears to me a possible^ if not a probable explana* 
tion of the absence of pain^ that the uterine body was not 
distended ; for there are several facts in uterine pathology 
confirming the opinion that dilatation of the uterine body 
is more difficult and more painful than dilatation of the 
vagina and uterine cervix. 

Eegurgitation or retroflux of the retained fluid 
through a tube into the peritoneal cavity, just after free 
vent is given to it by opening the vagina, is a rare, and 
mechanically a curious, phenomenon, to which I do not 
now make further reference. This retroflux is of course 
a source of danger to life ; but death, in such cases as the 
one here described, when it occurs, is generally the result 
of peritonitis or of septicsamia with or without peritonitis. 

The risk of peritonitis I have always considered to be 
increased by the washing out, sometimes too violent, 
which is practised after the necessary incision (^ening 
the vagina has been made. In the operations which I 
have done I do not remember using the syringe in any way, 
and I am disposed to attribute the absence of signs of 
danger in my cases partly at least to this negative treat- 
ment. 

The present case is the first in which I have made the 
incision by cautery-knife. It was possible, even in these 
thin structures to cut through layer by layer, and to make 
a large incision. It appears to me that this mode of oper- 
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a>ting is preferable to any other^ as the cauterised wound 
is not an absorbing surface^ and thus the danger of septi^ 
caemia may be diminished if not annulled. 

I have called this a case of so-called imperforate hymen 
because such cases are generally thus designated^ without 
the prefix so-called. But it is plain that the closure of 
the passage was otherwise effected^ not by an imperforate 
condition of the hymen^ for^ (as the drawing illustrates) ^ 
the hymen was entire and healthy, encircling a space which 
represented the vaginal orifice; and shortly after the 
operation^ the parts had and now have the appearance of 
normal structures , the hymen having its ordinary position 
and relation. 

I have, in other cases of retained menses made the 
same observation as to the hymen ; and I have made it 
in cases where there was entire absence of uterus and 
vagina so far as could be determined during life, and in. 
one case where a post-mortem examination verified their 
abseuce. I show here a drawing of one of these cases of 
absence of vagina and uterus in an adult healthy woman. 
The hymeneal fold is not (in the drawing) so distinctly 
seen as in some of the other cases where it was observed 
(when the labia were separated), to be circular on a flat 
mucous surface. In this case the hymen did not enclose 
a mucous. area but was folded and had its parts adpressed 
to one another, and it will be observed that in this case 
there are similar little folds partially encircling the 
urethral orifice. 

I am not able to say what light may be thrown on this 
subject by a study of the development of the parts impli- 
cated. But it is certain that, in many cases^ the closure 
of the vagina, inferiorly, and when the closing membrane 
is thin, is not due to an imperforate condition of the hymen. 

The presence of the hymen in the case here narrated^ 
and its presence in cases of entire absence of vagina^ seem 
to me to have a bearing upon M. Budin^s* account of the 

* ' Recberches sur I'hymen et I'orificc rafinal.* Par P, Btkdin (Progr^ 
Medical), 1879, p. 11. 
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anatomy of this part. " Thus then, (says he), the hymen, 
as a proper, special, distinct, independent membrane, does 
not exist. The membrane which appears under the eyes, 
then, if we examine the genital organs, and which has been 
decorated with the name of hymen, is nothing else than 
the anterior extremity of the vagina, making a projection 
on the vulvar mucous membrane between the labia minora. 
It results from this arrangement that the definition of the 
vaginal orifice must be modified. We can, therefore, no 
longer say that ^the external circumference or circum- 
ference of insertion of the hymen constitutes the exact 
limit of the vagina, the terminal border of the vaginal 
orifice/ It is further forwards, at the level of the internal 
circumference of the hymen, that it is necessary to carry 
the orifice of the vagina. The orifice of the vagina is 
nothing else than the proper hymeneal orifice,'^ 

At first sight, at least, the anatomical facts mentioned 
in this paper are not consistent with the view of M. Budin 
here quoted. 

Dr. EoBEET Babnes said that there was one form of toxsBmia 
which was nearly always present in these cases, namely, the 
blood-poisoning from absorption of the decomposing haemato- 
globin in the retained fluids ; this took place before the blood 
was evacuated. It had been overlooked until he described it. 
In the cases he had operated upon he had not used iujections. 
They were not called for in all cases. Sometimes the uterus was 
distended as well as the vagina, and so a second pouch was 
formed in which the fluid could collect. He had collected all 
the fluid as it escaped, and found the quantity to be forty ounces. 
This he thought was about the average amount. It was not a 
very precise description to talk of ** several pints." 

Dr. Gebvis was hardly prepared to accept Dr. Duncan's view 
that the membrane occupying the area within the hymen was 
vaginal wall. Nor could he think M, Budin's suggestion that 
the proper termination of the vagina was the free edge of the 
hymen a suggestion to be adopted without further observation 
and dissection. The varieties in the shape of the hymen and the 
general absence of muscular fibres between the mucous surfaces 
itailitated against it. In Dr. Duncan's operation, although 
^vashing out the vagina was not adopted, the use of Paquelin's 
knife rendered the cut surface non-absorbent, and asepticism was 
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farther promoted by the carbolised lint with which the wound 
was dressed. 

Dr. Cauteb had met with a similar case to that described by 
Dr. Ger?is. A patient was admitted into the Hospital for 
Women under his care, a few months ago, with a transyerse 
septum across the upper part of the vagina, about one inch from 
the introitus ; the septum was thick and had a small opening at 
the anterior part onlj admitting a fine probe. She had been 
married some years and complained of a too prolonged menstrual 
flow, the blood passing away slowly for seyeral days. The patient 
was placed in the lithotomy position and the septum well exposed 
by passing in a Sims* speculum ; a probe was passed through 
the small opening and the septum was divided in three or four 
directions down to the vaginal wall : the septum was thick and 
consisted of two layers of mucous membrane with an intervening 
fibrous layer. A small quantity of coloured mucus escaped. 
After a few dajs the patient was again put under ether, as the 
opening was narrowing, and the remains of the septum were 
pared off the vaginal wall : as the uterus was retroverted a wedge 
was placed: the patient did well. Dr. Carter thought Dr. 
Duncan was to be congratulated on the favourable result in his 
case : he would consider washing out in such cases meddlesome 
unless called for by the discharge becoming offensive or other 
signs of commencing septicemia appearing. 

Dr. EoGEBS said he had had a very interesting case of retained 
menses in the early part of the year, the patient's age was twenty- 
three, she had never menstruated, and had been for years subject 
to periodical pains round her hips, abdomen, and down her thighs, 
but no discharge of any kind had taken place. Her abdomen 
had gradually enlarged. On examination there was felt ex- 
ternally a firm elastic tumour of a globular form that reached a 
little above the umbilicus. No vagina could be found nor sulcus 
between the orifice of urethra and rectum, through which the 
finger could feel a large elastic swelling in front, above, and 
behind the bladder as diagnosed by sound, it was decided to 
make if possible a vagina and open the uterine tumour through 
it. After a careful dissection between urethra and rectum for 
above two inches, the finger came upon a globular swelling 
evidently a distended uterus as large as a football. A trocar 
was passed and the canula left and tied so as to remain inside 
tumour from whence issued a constant, thick, tarry, prune-juice- 
like discharge ; as it gradually flowed out the swelling lessened. 
This went on for about five days,over several pints were discharged, 
and the uterus gradually contracted so that it could not be felt 
above the pubis, then a brighter red loss commenced to flow for 
two or three days. This was followed by a yellow purulent dis- 
charge, when, for the first time, the uterus was carefully washed 
out with weak iodine and carbolic lotion. After operation tempe- 
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rature rose to 100^, and, as the result of some mental anxiety it 
rose to 103^ a few days after, and remained for a time at 102^, 
then subsided. When injections were used the uterus had con- 
tracted to about normal size, great care was taken to keep the 
newly-made vagina from contracting, the patient wearing several 
hours in the day and again at night a large-sized bougie which 
she still continues to wear for a time every night. She is now in 
good health and menstruation regular. The vagina admits 
finger but is only about two inches long, the uterus being of 
normal size. 

Dr. G-ALABnr thought it an important question whether, in 
evacuating retained menstrual fluid, it is desirable to use anti- 
septic injections immediately, after an interval, or not at all. It 
was the general experience that the danger was greater when the 
obstruction was high up, so that the body of the uterus or even 
the Eallopian tubes became distended earlier. It did not there- 
fore follow that, because a method was successful when the 
septum was at the level of the hymen, it was safe when the 
obstruction was high in the vagina, or at the os uteri. He had 
known of two cases of high obstruction in which death had fol- 
lowed evacuation, where the fluid had been allowed to flow 
gradually, and no syringing had been used, at any rate till very 
grave symptoms had occurred. It would be remembered that 
Dr. Emmet strongly advocated the immediate syringing out with 
an antiseptic, and hadjpublished a considerable number of cases, 
all successful, which had been so treated, and in several of which 
the obstruction was high up. He had himself generally followed 
the plan of allowing the fluid to flow gradually and spontaneously 
for about twenty-four hours, for fear of exciting spasmodic 
contraction of the uterus, and beginning antiseptic injections 
after that interval. All his cases so treated had been successful. 
Perhaps it would be best if a perfectly aseptic condition could 
be preserved by any form of antiseptic dressing, without 
syringing. 

The Pbesident said that Dohrn had entered elaborately on 
the developmental history of vaginal closures. What he (Dr. 
Duncan) wished to show was that cases, with blue, thin walled 
bulging between the labia, were generally and ofben erroneously 
called imperforate hymen, whereas in many, as also in cases 
where there was no vagina, a hymen could be distinctly seen. 
Sometimes it was expanded, or opened out, as in the case he 
had narrated; sometimes it had its parts adpressed one to 
another, as in a case of retained menses he had operated on since 
the one narrated, and as in the case of absent vagina where the 
drawing is shown. He had operated on a case of congenital 
retention when the closure was by an atresia of the middle of the 
length of the vagina, the external parts and lower end of vagina 
being natural. He did not think cicatricial closing could be 



220 NEW FORM OF STEM PESSARY. 

confased with the soft valye-like closure of a diaphragmatic 
septum, as iu Geryis' case. In the case he had operated on 
since that recorded in his paper, there was absence or menstrual 
pains and the cautery operation was as successful as most. 



ON A NEW FORM OF STEM PESSARY. 
By Joseph Griffiths Swaynb, M.D,, 

COVBITLTIKa PHYSICIAK-ACOOrCHElJB TO THE BRISTOL OBITEBAL HOSPITAL. 

It is perhaps scarcely correct to call the instrument I 
am about to show a '' new form of stem pessary,'' for if 
there is any novelty about it, it is not so much in the 
form, as in the mode of adapting and applying its com- 
ponent parts. The advantages I claim for it are that it 
is more easy to introduce and that it adapts itself more 
readily to the varying positions of the uterus than most 
other instruments of the same kind. It consists of two 
parts. First, a stem of vulcanite, of the ordinary shape^ 
about two inches in length, slightly bulbous at the upper 
extremity, and terminating below in a disc with rounded 
edges about two thirds of an inch in breadth. The stem 
is traversed by a canal that will about admit an ordinary 
probe, and is slightly expanded at its upper extremity. 
Secondly, the pessary which supports the stem and which 
is a modification of Oreenhalgh's, differing from this^ 
however, in being incompressible anteriorly (in order to 
give the instrument more firmness), and in presenting a 
broad thick diaphragm of india rubber about an inch and 
a half wide which forms a sort of platform for the sup- 
port of the bulbous disc at the lower extremity of the 
intra-uterine stem. The mode in which the two parts of 
the instrument are united together is as follows : — A long 
needle armed with a double thread of very strong waxed 
silk is passed through the stem from above downwards. 
The knot at the extremity of the thread, especially when 
coated with a little gutta percha, to too large to pass 
through the canal in the stem, but remains fixed at the 
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apper end which, as I said, is slightly expanded. Tlie 
needle and thread are then passed through the centre o£ 
the india-rabber diaphragm of the pessary ; the needle is 
then cat off, and one thread carried above and the other 
below the anterior part of the pessary, and then knotted 
together. The instrument ia then ready for nse. In 
order to introduce it, the patient should be placed either 
on the back or left Bide ; the latter position will answer 




well enough in all ordinary oases. The fore and middle 
fingers of the left hand should be passed np to the oa 
nteri so as to guide the stem into it. The stem may be 
introduced either by Dr. Barnes's tent introducer or by 
an instrument (such as the one shown) which is more 
firm and inflexible. As soon ab the stem is completely 
within the uterus, the introducer is removed and the stem 
retained in situ by pressing with the extremities of the 
two fingers on the bnlb at its base. The pessary ie then 
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held between the fore and middle fingers of the right 
hand and gently slid np between the fingers of the left 
hand and the stem^ until the latter rests on the india- 
rubber diaphragm. The threads are then drawn tight sp 
as to connect the stem and pessary closely together^ and 
when the pessary is quite in position are tied by a firm 
double knot over the anterior portion of the pessary^ and 
then cut off tolerably close to the knot.* 

This form of stem pessary I have found of great use^ 
especially in cases of stenosis and anteflexion of the 
uterus^ where the contraction and curvature of the uterine 
canal are so great that they cannot be remedied by the 
use of pessaries without an intra-uterine stem. I always, 
however^ avoid the use of these stems^ if possible^ because 
they are often attended with some amount of risk. This, 
however, may be much diminished by attention to the 
following rules. 

A stiff inflexible instrument is to be avoided. The 
uterus is an organ very movable and very liable to 
change its position within certain limits. This we can 
readily understand from the ease with which, during an 
ordinary examination, we can make the uterus swing 
backwards or forwards. On this account the stem 
pessaries first used by Sir J. Simpson and others were 
open to much objection. The stem Was attached to an 
external inflexible support, and when applied kept the 
uterus perfectly immovable, and therefore liable to- be 
injured by the strain during any unusual muscular exertion 
on the part of the patient. The use of these stem 
supports met with much opposition at first, and was com- 
pared to hanging the uterus like a hat on a peg, impale- 
ment, and so forth ; and one or two fatal cases which 
resulted from the practice caused it for a time to fall into 
general disfavour. Of late years this objection has been 
obviated by not attaching the stem to any fixed support, 

* It is always better to get an assistant to tie the knot ; the medical 
practitioner in the mean time separating the labia, and keeping out of the 
'way any hairs that, otherwise might be included in it. 
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but by merely allowing it to rest on a flat pessary with- 
out being fastened to it ; in the manner recommended by 
the late Dr. Bentley, of Dublin, who used to support the 
stem by means of a flat box-wood pessary. Others have 
preferred an ordinary Hodges pessary with a transverse 
web of india rubber ; while others are contented with 
merely introducing a tampon of wool to support it. 
There is one objection to all these measures, and that is, 
that the stem is liable to deviate, especially in a lateral 
direction, so that its bulb will sometimes slip over the 
side of the supporting pessary, and the whole instrument 
will get out of gear and do more harm than good. To 
obviate this, some have recommended the use of a stem 
attached by a hinge joint to a cross bar fltted to a 
Hodge's pessary. But such instruments are open to the 
objection that they are very difficult to introduce, and do 
not admit of lateral movement. The pessary which I 
have shown is not, I think, open to any of these objections. 
As the stem is inserted separately, it is easy to introduce, 
and as it is only connected to the pessary by thread, it 
allows a certain degree of movement in every direction ; 
and yet it is sufficiently united to it to keep in place. 
Another precaution that ought to be taken when we use 
stem pessaries is to take care that the stem is about a 
quarter of an inch shorter than the uterine cavity, and 
that the bulb at the base of it is too large to be received 
into the canal of the cervix uteri in case, as sometimes 
happens, that canal should become dilated by the presence 
of the stem. A neglect of this precaution may occasion 
very injurious pressure upon the fundus uteri from the 
extremity of the stem. Lastly in all these cases we 
should take care that the patient should be kept very 
quiet and under observation. It is, therefore, above all 
things necessary that she should not undertake long 
journeys, both because the exertion is too great and 
because her medical attendant loses sight of her. I was 
once called in to see a lady who died in consequence of a 
neglect of these two last precautions. She came dowo 
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here from Birmingliam whilst wearing a stem pessary. 
She experienced a good deal of uterine pain for some 
time after her arrival^ bat did not consult any medical 
man. When she at last consented to do so^ she was 
suffering from peritonitis, which proved fatal very shortly 
after I saw her. Besides pelvic and general peritonitis^ 
the mucous membrane covering the fundus uteri was 
found at the post-mortem examination to be in a sloughy 
condition in consequence of pressure from the end of the 
stem. The occurrence of accidents such as these ought 
to show us that although the stem pessary is the most 
effectual means we know of for curing flexions and con- 
tractions of the uterine canal, it is nevertheless a remedy 
that ought not to be adopted, until all other means have 
failed, and then only under constant and careful medical 
supervision. 

Dr. Heywood Smith asked what advantages Dr. Swayne 
claimed for his pessary over Dr. "Wynn "Williams's stem and 
shield, which was easier of introduction than Dr. Swayne's 
seemed to be, and which kept the uterus in a good position. 

Dr« Enis, without wishing to appear the least discourteous^ 
thought that such instruments as toe one now shown were very 
dangerous unless employed by those thoroughly conversant witn 
gynsBCology. The position of the uterus was too often regarded 
as the only indication for treatment, whereas in many of the 
cases req uiring interference the condition of the organ was reaUy 
the chief consideration. In all cases of congestion or inflamma- 
tory mischief being present, where the uterus was flexed, deple- 
tion and other appropriate remedies should flrst be employed 
before thinking of introducing any intra-uterine stem, and even 
then it ought to be very carefully watched. Numbers of cases 
of pelvi-peritonitis occurred from the injudicious employment of 
stem pessaries, producing much suffering, and not mfrequently 
terminating fatally. 

Dr. EoGEES did not think that the pessary exhibited by Dr. 
Swayne was in any way a more perfect instrument than Dr. "W. 
Williams's, which can be easily introduced and well retained, 
and allowed perfect freedom of movement to the stem in utero. 
Dr. Eogers fully concurred in the rules laid down by Dr. Swayne 
for its use, and in those special cases in which he felt obliged 
to use it Dr. Eogers gave the strictest orders to have it removed 
should pain come on, which did not cease on injecting into 
rectum twenty-five or thirty minims of laudanum. Dr. Kogers 
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had been told by an eminent American gynaecologist only a few 
weeks back that he had become a convert to its use, and had 
seen great benefit follow its employment. 

The President repeated, wnat he had said before to the 
Society, that meantime he used no kind of intra- uterine pessary. 
Dr. Swayne was much afraid of evil consequences from them, 
and used them as little as possible. He used them not at all. 
He had known many deaths from them, but he never knew of a 
case of version or flexion cured by them. 

Dr. BoBEBT Babnes could not absolutely condemn stem 
pessaries. Their use was necessary to cure some cases, as, for 
example, those of curvature of the cervix. He recalled the time 
when they were first introduced. Then certainly accidents 
arose, but now more scientific instruments had been contrived. 
He preferred that of Dr. Greenhalgh, and their use was coinci- 
dent with more scientific modes of using them. He had cured 
eases of anteflexion with stem pessaries. It was not judicious 
to adhere to adverse opinions formed in the early and experi- 
mental stages of investigation. There were stem pessaries and 
stem pessaries, and he thought there was good iu some of them. 

Dr. Hebman had known of a death following the use of one 
of Dr. G-reenhalgh's india-rubber stem pessaries. 

Dr. SwATNE, in reply, said that the india-rubber band which 
supported the stem in the pessary he had just shown was more 
firm and unyielding, and therefore less liable to get out of order 
than that which supported the stem in Dr. Williams's pessary. 
Dr. Swayne had used the instrument many times in cases of 
acute flexion and stenosis, and always with good results. When, 
however, it gave rise to pain and elevation of temperature he 
made a point of at once removing it, and thus was able to avoid 
untoward accidents which had happened in cases that had not 
been carefully watched. 
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NOVEMBER Ist, 1882. 

J. Matthews Duncan, M.D., P.R.S. Edin., President, in tho 

Chair. 

Present— 47 Fellows and 6 visitors. 

Books were presented by Dr. P. Barnes, Dr. P. E. Beck- 
with. Dr. A. W. Bdis, Dr. Graily Hewitt, Dr. P. Seme- 
leder, and Mr. T. Spencer Wells. 

The following gentlemen were elected Pellows : — Chas. 
Egerton Pitzgerald, M.D. (Folkestone) ; Joseph William 
Hunt, M.D. ; Charles Egerton Jennings, L.R.C.P. Lond. ; 
Joseph Francis Porter, M.D. ; Thomas Wholey, L.S.A. 

The following gentleman was proposed for election : — 
William Archdeckne Duncan, M.D. 



INTERSTITIAL OR TUBO-UTERINE GESTATION. 
WITH NOTES ON SIMILAR CASES IN THE 
MUSEUMS OP LONDON HOSPITALS. 

By Alban Doran. 

This preparation consists of a uterus and its appendages, 
showing a cavity on the right side of the fundus, which 
has ruptured and discharged a foetus and its membranes 
into the abdominal cavity. 

A brief history of the case was published in the ' British 
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Medical Journal/ October 14th, 1882, by Mr. Oarr Holstok 
Roberts, of Kilburn, who has presented the uteras to the 
museum of the Royal College of Surgeons. In that col- 
lection, which possesses a fine series of preparations illus- 
trating tubal gestation, this specimen is, at present^ unique. 

The patient was a tall and stout married woman^ aged 32. 
Her two only children had been bom at the full period, 
the youngest was fourteen months old, and had been 
weaned about two months ; she had neither menstruated 
during lactation, nor seen a period since the weaning of 
her last child. At 10*30 p.m. on October 1st, 1882, she 
was seized with severe abdominal pains when in bed. 
Her husband gave her brandy, but without any good 
effect, he then sent for Mr. Roberts, who found that her 
abdomen was neither swollen nor tender, although she 
complained of severe pain. The patient was also suffering 
from sickness and slight diarrhoea, caused, according to 
her belief, by some strong pills. The vomit consisted 
of half digested food and the motions were such as would 
be produced by a purgative. The patient's skin was cool 
and moist, her pulse good, and her respiration and tem- 
perature both normal. Sedatives, hot fomentations and 
linseed poultices to the abdomen were ordered, but at 
8 a.m. on October 2nd, Mr. Roberts, when sent for, found 
her in a state of collapse ; she remained perfectly conscious 
until 10.30 a.m. when she expired. 

When the patient's body was examined after death no 
external marks of violence were found, the abdominal 
cavity was filled with nearly six pounds of clot, and five 
pints of a bloody fluid. Floating in this fluid was a foetus^ 
at about the second month of development, enveloped in 
its membranes. It measured one inch and a half in length. 
At the upper part of the uterus a rupture was detected, 
large enough to admit three fingers. The thoracic and 
abdominal viscera were normal excepting the heart, which 
was very flabby and its chambers perfectly empty. 

I have since dissected and prepared the uterus. The 
greater part of its posterior wall has been removed to 
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show more perfectly the relations of the cyst. The 
uterus is five inches long, from the fundus to the os 
externum and appears very unsymmetrical, on account of 
the bulging of the cyst at its right upper corner. The 
walls are, posteriorly, from a fifth to a quarter of an inch 
thick, and the cavity is lined with a well-formed decidua. 

The right side of the fundus is dilated, and rent asunder 
by a long ragged aperture, measuring two and a half inches 
when unstretched. The cavity thus exposed measures one 
inch and a half vertically, supposing the edges of the rent 
to be closed, and one inch antero-posteriorly. The walls 
are very thin along the line of laceration. . 

Anteriorly, the right round ligament springs from the 
outer aspect of the exposed cystic cavity which bulges 
freely, at its lower aspect, into the upper part of the 
interior of the uterus, at this part its walls are much 
thicker than above. The inner wall of the cyst, as we 
may term it, is very rough, resembling, to a certain extent, 
an auricular appendix. From some of its numerous pits 
or depressions hang broken-off tags of chorion, but there 
is not a trace of a distinct decidua. 

The right Fallopian tube passes into the outer and 
anterior aspect of the walls of the cyst, expanding slightly 
into a funnel-shaped orifice, which opens into the cavity 
of the cyst, close to the rent in its walls. A stout bristle, 
introduced into the tube from without, passes readily into 
the cavity through the funnel-shaped orifice, which is lined 
with very smooth mucous membrane. On the outer surface 
of the portion of the cyst that projects into the uterine 
cavity is another funnel-shaped aperture with a smooth 
lining. A bristle has been passed from without, through 
this opening, into the cavity of the cyst without meeting 
with the slightest obstruction.* This sufficiently proves 
the tubal origin of the cyst, there being no evidence of 
rupture of the wall of the uterus out of the line of the 
tube, as it runs through uterine tissue into the uterine 

* This patnlons condition of what represents the uterine orifice of the tuhe 
has been dready ohseryed in similar cas^ by Peppell, as quoted by Parry. 
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cavity. Still less is there any ground for believing in a 
partially bicomute condition of the nteras. 

The right ovary measures l^th inch in length, it is 
flattened and four follicles are dilated to a maximum of 
T^th inch diameter. It contains a true corpus luteum of 
triangular form^ ^ths of an inch in its widest measurement, 
lying fer from the free border of the ovary towards the 
hilum^ having ruptured on one side of the ovary. The left 
ovary is half an inch in its longest diameter and contains 
no palpably dilated follicles, the left tube presents no 
abnormality. 

The two sketches which accompany this paper are taken 
from drawings made by Mr. Sherwin. The first represents 
the relations of the cyst to the uterine cavity, the second 
shows the interior of the cyst and the rent in its walls. 
Before entering into general considerations, it will be 
advisable to compare this specimen with others that, 
existing in the metropolis may be conveniently compared 
with Mr. Roberts' case by members of our Society. 

I could find no specimens of interstitial or tubo-uterine 
pregnancy in the museums of St. Bartholomew's, St. 
George's, St. Mary's, Westminster, St. Thomas's, Middle- 
sex, and Charing-Cross Hospitals, nor in the museum of 
King's College, or in the collection preserved at the 
Hospital for Women, Soho Square. 

In the museums of three medical schools, only, do such 
specimens exist and I have examined them all, in order 
to compare them with Mr. Roberts' case. The follow- 
ing brief notes may prove acceptable for convenience of 
reference. 

Guy^s Hospital, No. 2517*^. — " The ovum was imbedded 
in the left horn of the uterus. The cavity is about the 
size of a horse-chestnut and is quite closed. The uterus 
is much increased in size, the cavity is filled by an 
exuberant growth of deciduous membrane closing the 
Fallopian tubes." Death from rupture occurred at about 
the second month, the case is recorded in 'Guy's Hospital 
Reports,' series ii, vol. iii, p. 272. The cyst is of precisely 




Hb. C. Houtok Bobebib' Cabb ot Tdbo-uibbikb Obbtaxiox. (Mr. 
Doraa's paper.) 

FiQ. 1. — View of tlie ntenu and iU appendages, poiteriarly : tbe greater 
part of the pocterioc wall of tbe ntenis haa been removed by dinection. The 
rent in tlie cyet is eeen at the right of the fundus; the lower port of the 
cyst projects into the ntcrine cavity. A bristle has been introdnced into thii 
projecting portion throngh an oriSce representiug the nterioe orifice of tbe 
tube, and passed through the cavity of the cyst into tbo tube, wbicn bu been 
divided artiHcially in its middle third. 

. Via. 2. — View of the cavity of the cyst, seen- from the rights shoving the 
ranree of tbe briade throngh ita nterine and tabal outlets. The rigbt round 
ligament of tbe nterni prqjects from the lower pKrt of the cjat. 
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the same cbaracter as in Mr. Roberts' case^ bat of not 
half the capacity. The Fallopian tabe runs into its onter 
wall. No communication of the cavity with the interior 
of the uterus is indicated. 

No. 25 1 7**. '' At the fundus " of the uterus " is a large 
cyst, formed within its walls, in this the foetus/* which is 
over four inches in length, ^' was contained, at its upper 
part a rent was seen. The cavity is about three inches in 
diameter and is situated in the uterine walls adjoining the 
left Fallopian tube.** The uterus is lined with a decidua, 
as in the last specimen; a corpus luteum exists in the 
corresponding ovary ; the case is recorded in ' Guy*s 
Hospital Reports,* series iii, vol. vi. p. 275. This is a 
beautiful specimen, the cyst is clearly continuous with the 
tube, and bulges into the uterine cavity as in Mr. Roberts' 
case which, in degree of development, as indicated by the 
clinical history and the size of the cyst, lies midway between 
the two specimens in Guy's Hospital. 

London Hospital, — The two examples in the museum of 
that institution are immortalised in the late Dr. Ramsbot- 
ham's ' Principles and Practice of Obstetric Medicine and 
Surgery.* Unfortunately, neither specimens show the 
relations of the tubes, uterus and cyst intelligibly. In 
B/i 24 ^' the bones of a foetus, probably near full time, are 
seen lodged in a sac behind the uterus, they are as clean 
as if macerated.** '^ A portion of one of the long bones,*' 
says Dr. Ramsbotham, ^^ protruded from the cyst into the 
cavity of the colon.** The further account of the dissec- 
tion, in that author*s work, not quoted in the catalogue, 
leaves little doubt that the cyst which " occupied the right 
side of the uterine walls ** is truly tubo-uterine. Had the 
cyst been in the free part of the tube, no matting together 
of the parts, by adhesions, could have forced it into the 
uterine walls, but it is unfortunate that the relations of 
the right Fallopian tube cannot be seen. The specimen 
might, however, be an example of a hernial pouch in the 
uterus, such as Dr. Roper has described ; to this question 
I shall presently return. 
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EA 105 is " a shrivelled foetus of about four montlis 
whicli has escaped through a laceration in the uterine wall, 
in a case of parietal gestation." The cyst and uterus are 
included in the specimen. Dr. Ramsbotham most truly 
observes that the preparation does not display the peculi- 
arities of the case well ^^ having been taken from the body 
hurriedly and at great disadvantage." By the courtesy of 
Dr. F. C. Turner I have been enabled to examine this 
specimen very closely. The lower part of the cervix with 
the OS externum has been cut away, the uterus has been 
laid open from the fundus to close above the cervix. The 
cyst has been completely severed from the uterus and sewn 
on to it by threads passed through their serous lining only. 
It has no aperture excepting the rent through which the 
foetus escaped, but, on close scrutiny, the edges of the 
lower part of this aperture are found to be uterine tissue 
cut artificially in dissection. Moreover, the tube and the 
ovarian ligament proceed from the outer aspect of the cyst 
precisely as from a uterus ; the ligament of the ovary never 
springs from a true tubal cyst in this manner. The whole 
aspect of the cyst, from outside, is like the uterus from 
which it has been severed, and its walls are of pure uterine 
tissue. Dr. Eamsbotham^s description of the dissection 
leaves little doubt of the true nature of the specimen, the 
cyst was " formed within the walls of the uterus " and " one 
tube was attached to the cyst." The same author figures 
Breschet's case which bears all the appearance of being 
tubo-uterine. 

The museum of University College possesses one speci- 
men (3543) labelled '^ A case of extra-uterine f oetation in 
the substance of the uterus,* close to the end of the Fallo- 
pian tube. Rupture of the ovum at seventh week, haamor- 
rhage and death in twenty-four hours." The manuscript 
catalogue describes the specimen as having been taken 

* Dr. Barnes would be thoroughly justified in the use of his term " ectopic 
gestation *' in such a case as this, where the older term reads as an absurdity 
(see ' Trans. Obst. Soc.»' vol. xxiii, p. 94), but space prevents me from entering 
into questions of synonyms. 
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from the body of a young woman, and the rupture of the 
cyst was clearly caused by violent exercise. This specimen 
is well prepared, the cyst is not half an inch in diameter, 
being smaller than in the specimen 2517^* at Guy's Hos- 
pital. There can be no doubt that the cyst is here a dila- 
tation of the part of the tube that passes through the 
uterine walls, a bristle has been introduced through the 
tube into the uterus and it traverses the cyst, concealed by 
the chorion which lines the inner aspect of that abnormal 
cavity. The uterus possesses a decidua. 

Thus, including the preparation from Mr. Roberts' case 
there appear to be six examples of so-called interstitial 
foetation mounted as pathological specimens in London 
museums. It is most significant that, in all the four where 
the condition of the affected parts has been intelligibly 
displayed, the tubal origin of the " interstitial cyst " is 
self evident. 

These notes are intended to be strictly pathological, still 
they suggest certain obstetrical considerations. ^' Inter- 
stitial '' or tubo-uterine pregnancy is a rare accident, as our 
London museums prove, for practitioners are never back- 
ward in presenting to such collections specimens of extra- 
uterine gestation, and the nnmerical richness of a series is 
facilitated by the fact that sudden death is so frequent an 
ending of this abnormality of gestation that a necropsy is 
generally allowed, or even enforced by a coroner. Hence we 
fsee a goodly array of the more frequent tubal form in almost 
every museum ; since 1877 I have dissected and mounted 
no less than four, for the museum of the Eoyal College of 
Surgeons alone. The records of our Society's * Transactions' 
teem with cases of tubal gestation. Yet notwithstanding 
the publicity thus given to extra-uterine foetation, only six 
specimens of the tubo-uterine form can be found in the 
metropolis. In Parry's standard work, 31 cases of this 
variety are included in a table of 500 cases of extra-uterine 
pregnancy ; but in that table 230 cases are set down as 
" doubtful." This ambiguous series, however, must have 
been mostly made up of cases that were chiefly doubtful 
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as to their originally tubal or '^ abdominal *' character ; 
cases of hopeless matting together of pelvic structures so 
common in all such disorders when of long standing ; but 
intestitial foetation is less likely to be overlooked and 
classified among these 230 doubtful cases. 

In fact it seldom reaches the stage at which it becomes 
''doubtful'' to a dissector. Interstitial pregnancy gene- 
rally ends in a '' foetal cataclysm,'' as Dr. Barnes would 
say, at the second or third month, as in Mr. Roberts' case ; 
hence there is no time for pelvic peritonitis, burying the 
ovaries in adhesions and contorting the tubes in every 
possible direction. 

This tendency to early rupture of the cyst involves, 
of necessity, great difficulties in diagnosis, which is 
practically impossible during the first few weeks.* In 
these days of abdominal surgery a rescue of a case like 
that of Mr. Roberts, by a very experienced operator may 
yet be recorded ; but the very circumstances under which 
this accident must occur will seldom bring the patient 
within timely reach of a surgeon who can manage com- 
plicated cases of ovarian and uterine tumours. A purely 
tubal cyst, even at *this early stage, certainly bleeds less 
rapidly, moreover diagnosis is not so difficult ; on the 
other hand, the soft swelling on the right of the uterus 
in Mr. Rogers' case could hardly have been detected on 
palpation, although abdominal section would have revealed 
its true character. Then, amputation of the uterus above 
the cervix would have been the sole practicable course. 

The tendency to early rupture is clearly due to the 
thinness of the cyst towards its upper or peritoneal 
aspect. The lower portion of its walls tend rather to 
grow thicker, and, supposing that the upper part does not 
rupture, pregnancy may continue till term. Rokitansky 
has described such a case, quoted in several works by 

* Dr. Gibbes, of South Carolina, distingaished a tumour in a case of tubo- 
uterine pregnancy, which he took for a fibro-myoma, and De la Faille 
correctly diagnosed a case from the intense pain, caused by pressure on the 
uterus. — (See Parry, ' Extra-Uterine Pregnancy.') 
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contemporary writers. I can well understand how the 
fcBtus might be bom into the uterine cavity, after expul- 
sion from the sac, and then directly, or after an interval, 
delivered from the uterus ''into this breathing worW in 
the usual manner. Dr. Mund^ describes a case* where 
he fully believes that such a phenomenon occurred ; the 
patient recovered, so that the precise condition of the 
parts could never be ascertained. 

The cases of suspected hernial embryo-bearing pouches 
of the uterus, well known to Fellows of the Society, 
may, in many instances, have been really tubo-uterine 
cysts, and there is every reason to believe that the 
former uterine orifice of the tube, in the part of the cyst 
that projects into the uterine cavity, might become 
dilated, from various causes, so as to admit a sound or 
even the forefinger. This orifice might dilate, in the 
delivery of the foetus into the uterus, as the os externum 
dilates in natural labour, but it is more, probable that it 
would be rapidly rent asunder. In the discussion on Dr. 
Barnes' paper on the so-called ''Missed Labour,'' Mr. 
Spencer Wells and Dr. Gervis suggested the possibility of 
some missed labour cases being instances of tubo-uterine 
pregnancy.f But the cases quoted in support of this 
theory were theoretical, in so far as they all recovered, as 
did Dr. Mund6's patient ; besides, the tubo-uterine nature 
of the pregnancy was based on the fact that the sound had 
been previously passed into an (apparently) empty uterus, 
without producing abortion; but this accident does not 
always follow the introduction of a sound into a normally 
gravid uterus. On the other hand. Dr. Eoper's cases, 
mentioned by him in the same discussion, appear to have 
been verified by dissection ; that obstetrician believes iu 
hernial pouching of the gravid uterus through rupture of 
a part of its inner wall.| Should his cases have really been 

* ' American Jonrn. Obstet./ 1879« p. 830. The same remark applies to 
Dr. Lenox Hodge's case, jast pablished in Parry's work. 
t ' Trans. Obst. Soc./ vol. xxiii, p. 100. 
^ Since this paper was read, a " Case of Intra-mural Pregnancy Besoltin^ 
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correctly interpreted in this fashion, I am inclined to rank 
among them the specimen E/i 24, in the London Hospital 
Museum. Still, I suspect that some such cases were 
tubo-uterine cysts. When developed to a very great size 
their relation to the Fallopian tube might become confused 
and constitute a source of fallacy. As to pregnancy in 
one horn of a double uterus, it has so clearly nothing to 
do with the specimen I exhibit this evening, that it is 
unnecessary for me to discuss that subject. 

The cause of the arrest of the ovum in the uterine part 
of the Fallopian tube is not, in Mr. Roberts' case, self- 
evident. The cavity bearing the foetus appears to be a 
pure dilatation of the tube ; as in most similar cases, there is 
no evidence that the muscular structure of the nterus 
itself has been ruptured ; hence the unsatisfactory 
character of the term " interstitial.^' Such a rupture 
would, if it could be proved by dissection, have occurred 
from some uncertain cause, before the arrest of the ovum, 
for a very young ovum could hardly burst the tube, 
whilst, were the tube ruptured in its uterine part 
already, we can understand how an ovum might be forced 
into the uterine tissue, instead of into the uterine cavity. 
The uterine orifice of the tube, that is to say, in this case, 
the aperture in the lower part of the cyst, is quite 
patulous, and there are no traces of any polypi obstructing 
it, as in cases related by Beck, Breslau, and Leopold.* 
Yet, although the uterine orifice of the tube was 
unobstructed at the date of the patient's death, it might 
very possibly have been obstructed by catarrhal swelling 
of the mucous membrane some eight weeks earlier, and 
this would have been sufficient to arrest the ovum. On 
the other hand, a dilatation or tortuous condition of the 

in Missed Labour " has been contributed to the ' British Medical Journal/ 
(November 18th^ 1882) by Mr. C. E. Steel, of Liverpool. In this case "the 
Fallopian tubes were normal, and opened into the uterus separately from the 
sac." Thus there can be little doubt of the nature of the sac, which could 
not possibly have been tubo-uterine. 

• *« Zur Lehre von der Qraviditas Interstitialis," * Archiy. fiir Gynffiko- 
ogie,' vol. ziii, heft 8. 
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uterine part of tlie tabe might have existed before con- 
ception^ and if so^ it is easy to understand how the ovum 
was arrested in it j Leopold discovered an abnormal and 
crooked condition of this part of a left tube^ in a case 
where the corresponding portion of the right tube held a 
foetus. I believe that the trath lies between these two 
explanations^ but that the second is more probable than 
the first. 



NEW CEPHALOTEIBE. 

Mr. G. E. Jennings showed a new cephalotribe and said 
— The varieties of cephalotribes are so very numerous, that 
it is perhaps impossible to display any true originality in 
the production of a fresh one. It it also perhaps impos- 
sible to produce an instrument which being an efficient 
crusher is also a good tractor, capable of ready application 
to the fcBtal head, and will not slip off when so applied ; 
an instrument that occupies but little room in the con- 
tracted pelvis, is sufficiently light not to weary the 




operator's hands, at the same time well-balanced enough 
for him to manipulate the screw with ease, and withal 
fairly portable. 

The instrument, which I submit to your notice, made 
for me by Maw and Co, so far as my experience with it 
enables me to state, fulfils most of the conditions. 

Its extreme length is 16^ in. ; the length from lock to 
tip 11 in. ; the greatest width between the closed blades 
1^ in. (if very tightly screwed down another J in. can be 
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gained in this diameter,) each blade measures li in. 
across, and is fenestrated, — the fenestra being J in. wide 
and 5 in. in length. This portion of the blade is deeply 
grooved longitudinally and dentated transversely on its 
inner surface ; the tip meeting its fellow at an angle of 
30^, there being no abrupt incurvation at this extremity, 
the instrument can be applied to the foetal head with much 
facility. The pelvic curve is slight, and occupies the 
fenestrated part only. When laid on the table, the tip 
of the blades are elevated 2^ in. above the level surface, 
whence the amount of pelvic curvature can be inferred. 
The handles are provided with projecting shoulders as a 
means of affording power of traction. The compressing 
screw works on a hinge in such a manner that, when not 
in use it can be folded within the handle fluted for its 
reception. 

Too much importance cannot be attached to the value 
of a screw adapted in this manner : it is most embarrassing 
to an operator (especially if unassisted) should he wish to 
readjust the cephalotribe, to be compelled to detach and 
afterwards re-apply the '' third piece " in the shape of a 
screw, which belongs to most of the cephalotribes in vogue, 
and which when slippery do very readily drop from the 
obstetrician's hand to the floor, to his no small annoyance. 



HERMAPHRODITE. 

Dr. Chalmers showed the genito-urinary organs of a 
hermaphrodite. The child was bom at full term and 
died wh^n three weeks old. The external parts were 
those of a female to which was superadded an enlarged 
clitoris, about half an inch in length, which with glans 
and retracted prepuce resembled a well-formed penis. On 
the under surface of this penis, from its tip to its base ran 
a channel resembling an incomplete urethra. Internally 
the ovaries were present, the uterus and bladder opened 
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into a common cloaca and the round ligaments passed 
forward in the usual way. 

He also showed a piece of umbilical cord presenting 
close to the navel a sudden narrowing and twisting. The 
child was born dead^ and the cord was exhibited with the 
view of getting the opinion of the Fellows as to what share 
the constriction had in causing the death of the child 
through stopping the blood supply. 

Mr. DoBAN asked Dr. Chalmers if the clitoris, in this specimen 
was perforated by the urethra, as in the penis. It is remarkable 
that only among the lemurs do we find this condition to be 
normal in. the female in the entire group, though it recurs in a 
few species of mammals. 

Dr. Chalmebs replied that the clitoris was grooved below, but 
not completely channeled for the passage of urine. 

Mr. DoBAN observed that this condition was also normal in 
some of the higher mammalia ; both the grooved and the com- 
pletely channeled clitoris is observed as a specific distinction 
amongst the hyaenas and allied camivora. Functionally, it is of 
no importance whether the urine be voided through or behind 
the clitoris, but from a morphological point of view the subject 
is of great interest. 

Dr. Fancourt Barnes informed the Fellows of the 
Society that the hermaphrodite he exhibited at the last 
meeting had since died and had been found on examina- 
tion to possess a normal uterus and ovaries, althougb 
neither he nor Dr. Champneys could detect any uterus by 
rectal examination during life. 



EXTROVERSION OF THE BLADDER. 

Dr. Champneys showed a specimen of the urinary and 
generative organs together with the pelvis, of a child 
which died a few days after birth. 

The case is described at length and figured in ' St. 
Barth. Hosp. Rep.' vol. xii. 1877, p. 81. The specimen 
is frotn that Museum. The main condition is that of extro- 
version of the bladder with the usual fissure of the pelvis 
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and external genital organs which might be of either sex. 
The uteras was discovered by recto-abdominal palpation. 

The region of the external genitals presents above two 
orifices of the ureters, below them two duct-like openings 
without any appearance of hymen, below them a large 
blind pit or depression. 

The duct-like openings led into a single vagina. 
Similar appearances have been observed by the aathor in 
other deformities of the female generative organs, and 
suggest the persistence of embryonic ducts, those of 
Miiller or perhaps those of Gaertner. The blind fossa 
posteriorly may represent the orifice of the vagina. 

The deformity is comparatively rare in female children. 



TUMOUR OF THE PLACENTA. 

Dr. Galabin showed for Dr. J. C. Roberts a placenta 
in which was embedded what appeared to be a tumour. 
It was a fleshy mass about the size and shape of an 
adult human heart. It was contained in a capsule and 
was everywhere smooth on the surface, except at a few 
points where it appeared to have been in continuity with 
the chorionic villi, the chief attachment being near the 
point of insertion of the cord. The mass occupied nearly 
the whole thickness of the placenta, but, on the uterine 
side, was covered by a complete layer of placental tissue. 
The capsule had been opened on the foetal surface, and 
on that side the growth appeared to have been covered by 
little more than the thickness of the chorion. Near the 
surface of the main growth were several small, similar 
detached masses, from a quarter of an inch in diameter 
downwards, attached only to a few chorionic villi. The 
main growth was well supplied with arteries and veins of 
the ordinary kind, totally different in character from the 
usual maternal vessels of the placenta. He had not yet 
made microscopic sections of the growth, but would report 
on its histological structure at a future meeting. 

VOL. XXIV. 16 
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DESCRIPTION OF A KYPHOTIC PELVIS WITH 
REMARKS ON BREISKY^S DESCRIPTION. 

By Peancis Henbt Champnbys, M.A., M.B. Oxon., P.R.C.P. 

▲BSIBTAlfT LECTUBBB OK OBBTBTBIOS, BTO., AND ASBISTAKT OBaTBTBIO 

PHT8ICIAK TO BT. GBOBGB'B HOSPITAL. 

The following is the description of a specimen of 
angular curvature of the spine^ in the Museum of St. 
Bartholomew's Hospital^ with reference particularly to its 
influence on the pelvis. In the museum catalogue the 
specimen is thus described : 

*' J113 (D. 30). A spine, thorax, and pelvis. There 
has been ulceration of the bodies of the lumbar vertebras, 
and of the sacrum in its whole extent. Four of the 
bodies of the lumbar vertebrae are destroyed, and an 
angle is formed by the approximation of the vertebrae 
above and below the situation of the disease ; this union 
by bone is incomplete. The thorax is depressed ante- 
riorly, so that a space of only two inches and a half inter- 
venes between the ensiform cartilage and the ossa pubis, 
and the false ribs nearly touch the crests of the ilia. 
All the ribs arch upwards and the sternum forwards." 

To this description I have to add that the cervical 
vertebrae show no curvature, but that the natural curves 
in the thoracic and lumbar regions are reversed. The actual 
position of the cervical vertebrae appears to have been 
somewhat changed by a straight wooden rod which has 
been thrust down the spinal canal and has caused per- 
manent separation of the fourth and fifth cervical vertebrae ; 
but for this it seems as if the cervical spine would have 
its natural curve. The two lowest ribs have disappeared. 
The disease, which has resulted in angular curvature, seems 
to begin at the tenth thoracic vertebra, from which point 
to the end of the sacrum (which consists of six elements) 
the bodies are fused into a solid mass, the several vertebrae 
being distinguishable behind by their spines, laterally by 
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their transverse processes^ but nndistinguishable in front. 
(The clearness of the specimen has not been improved 
by varnishing). The sacral, lumbar, and lower thoracic 
vertebras are in fact generally disorganised by extensive 
caries which has produced alterations which need not here 
be particularised. As above said, the cervical region 
presents its usual curve, or is perhaps straight ; the upper 
nine dorsal vertebrae present uniform backward concavity 
or forward convexity ; below the ninth dorsal vertebra 
the curve is reversed into one of backward convexity or 
forward concavity, most intense at the last dorsal vertebra, 
and from thence gradually diminishing to the third lumbar 
vertebra, from which point it again slightly increases till 
it ends at the angle formed at the first sacral vertebra. 
The angle formed at the junction in front of the ninth 
and tenth dorsal vertebras, between the upper and lower 
limbs of the curve, is about a right angle. Below the 
first sacral vertebra the tips of the spines of the sacrum 
are almost in a straight line, the axis of the sacrum not 
maintaining the direction of the lowest part of the lumbar 
curve but forming between the first and second sacral 
spines an obtuse angle opening backwards. 

With regard to the question of lateral deviations of the 
spine, the spines of the whole vertebral column, from atlas 
to coccyx, are as nearly as possible in an absolutely straight 
line, but if the horizontal line joining the tubera ischii be 
taken as a guide, the whole spinal column deviates slightly 
towards the left side ; and this is confirmed by the 
position of the ribs, which all but overhang the left iliac 
crest, while the plane of the lateral boundary of the right 
ribs falls within the crest of the right ilium. 

Although the individual bodies of the vertebras of the 
lower limb of the curve cannot be distinguished, it is 
plain that a process which may be called one of reversed 
or posterior spondylolisthesis has taken place ; this seems 
to have reached its height at the junction of the third or 
fourth lumbar vertebra with the vertebra below it. 

The signs of this are the following: — The spines of 
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these vertebrad point upwards^ the transverse processes^ 
instead of being horizontal^ have their anterior borders 
directed almost vertically downwards^ while the bodies of 
the four lowest lumbar vertebras measure vertically in 
front no more than an inch together^ whilst behind, 
measured along the spines, the chord of their height is 
2} inches. (From upper border of body of first sacral 
vertebra to upper surface of articular processes of tenth 
dorsal vertebra (chord) 3J inches 8i cm. Prom lower 
border of lowest lumbar spine to upper border of tenth 
dorsal spine (chord) 4^ in. Hi cm.) The fusion of the 
bodies of the lumbar and lower thoracic vertebrsB reminds 
one of the fusion of the vertebraa in the neck of a whale. 

It seems, indeed, as if, after great softening of the 
vertebral bodies, a downward force had been applied in 
front and an upward traction behind, rotating the lower 
limb of the curve round a horizontal axis. This is directly 
opposite to the usual description. 

The pelvis shows the usual effects of kyphosis in a high 
degree, to be more particularly enumerated, the most 
marked characters being great horizontality of the ilia, 
conjugate expansion, and funnel shape. It is almost 
completely symmetrical and, with the exception of thiD 
sacrum, shows no signs either of disease or dwarfing. 

Pelvis (detailed description). 

Hia strongly developed, very horizontal, S -shaped curve 
feeble, fossaa looking upwards, forwards, and but slightly 
inwards ; anterior superior spines remote from symphysis 
pubis (distance on right side to upper border of symphysis 
5i in., left 5^ in.). Anterior inferior spines and upper 
borders of acetabula strongly developed ; groove for 
tendons of ilio-psoas muscles deep, specially on left side. 
Seen from the outer side the length of the crest is great 
(ant. sup. spine to post. sup. spine, right 5| in, 15 cm. ; 
left ditto). 

Pubes strongly developed, symphysis deep and massive, 
forming a prominent but rounded projection. 

Inchia strongly developed, curved backwards and in- 
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wards ; spines of ischia square and projecting towards the 
cavity of the pelvis. Tubera ischii perhaps somewhat 
elongated antero-posteriorly, and perhaps also somewhat 
rounded and narrow. The varnishing has obscured the 
facets. 

Aceiabula deep. 

Obturator foramina triangular (vertical dimensions : 
right. If in. 5 cm.; transverse. If in. 3J cm; left, ditto. 
Pubic arch shaped like the merrythought of a goose ; 
the borders of the arch everted at their middle, especially 
on the left side. Seen in profile, there is a marked 
forward protuberance at the pubo-ischiadic junction and 
from this point the ascending rami of the ischia are 
inclined markedly backwards. 

Lumbo sacral angle (anterior) absent. 
Pelvic brim roughly egg-shaped, with the small end 
forwards. More particularly there are only two points 
where the linea innominata is considerably curved ; namely, 
just in front of each sacro-iliac joint and close to the 
symphysis pubis ; between these points it is nearly straight, 
and, indeed, there is slight indentation opposite the ace- 
tabula. On the sacrum the linea innominata is concave, 
but here there is erosion of the bodies of the sacral 
vertebras. The greatest width of the pelvic brim is 
opposite the sciatic notches or about 1^ in. (4 cm.) along 
the conjugate vera of 5^ in. (13^ cm.). 

Pelvic inclination can only be approximately ascertained, 
but as far as can be estimated by posing the skeleton in 
the position it must have occupied during life, so as to 
balance the weight of the body, shoulders, and head, the 
brim must have been nearly horizontal (pelvic inclination 
abolished) and the pelvis must have rested almost or quite 
like a tripod on the tubera ischii and sacrum. 

Summarised Description. — The skeleton shows advanced 
dorso-lumbar kyphosis without any scoliosis ; the body- 
weight, however, apparently slightly overhung the left 
side of the pelvis. 

The upper limb of the kyphosis shows anterior con- 
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vexity, the lower limb, however, the unusual character of 
posterior convexity. 

The lower dorsal and lumbar vertebras have their bodies 
quite disorganised by caries ; it seems, however, that the 
greatest compression in this region has been in front, and 
the direction of the plane of the surfaces of the bodies of 
some of the vertebrae in this region appears to be almost 
perpendicular to the plane of the upper surface of the 
first sacral vertebra. 

For instance, the anterior surface of the body of the 
last lumbar vertebra appears tp rest almost or altogether 
on the upper surface of the first sacral vertebra, and to 
have been moved very far backwards along this surface, 
while the spine of the same vertebra is vertically nearly 
3 inches (about 7^ cm.) above the same surface. The 
process may be described as one of '' posterior spondylolis- 
thesis,'^ and is quite contrary to the condition usually 
found, in which the lower limb of the spinal curve pre- 
sents forward convexity, as well as anterior convexity 
from side to side, the production of which is elaborately 
explained by Hoening,* but the effects of disease in this 
respect are probably various, and this exceptional point 
has not, as we shall see, hindered the formation of a 
thoroughly characteristic kyphotic pelvis. 

The sacrum is nearly straight and less distorted, pos- 
teriorly at least, than the adjoining portion of the lumbar 
spine. In front it is so eroded that any remarks as to its 
conformation are superfluous. 

The influence of kyphosis on the pelvis is thus 
described : 

1. The body. weight acting on the lower limb of the 
kyphosis falls abnormally far back. 

2. The upper part of the sacrum is rotated backwards, 
the lower part forwards. 

3. The bodies of the upper sacral vertebras retreat 
backwards from between their alsB, causing transverse 
concavity of the sacrum. 

* ' Beitr. z. Lelire vom Kyph. Teren^n Becken./ Bonn, 1870, S. 43. 
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4. The anterior surface of the sacrum is straightened 
and drawn out from above downwards. 

5. The pelvic inclination is diminished. 

6. Increased traction on the ilio-femoral ligaments 
causes inversion of the ischio-pubic and eversion of the 
iliac portions of the ossa innominata ; the venter ilii looks 
more horizontally upwards ; the dist. sp. il. and cr. il. are 
increased ; the S-sliaped curve of the iliac crests is 
diminished; the posterior superior spines are approxi- 
mated ; the brim is narrowed transversely, widened 
antero-posteriorly. 

7. The insertions of the ilio-femoral ligaments, namely, 
the anterior inferior spines and the upper borders of the 
acetabula, are strongly developed. 

8. The tubera and spines of the ischia are approximated, 
and the pubic angle is narrowed. 

9. Increased inward pressure on the acetabula causes 
approximation of the posterior parts of the horizontal 
pubic rami and projection of the symphysis. 

10. The tubera ischii are driven backwards and in- 
wards, and are rounded and slender, the ascending rami 
of the ischia are stouter and more everted. 

With regard to the pelvis before us the backward 
retreat of the bodies of the upper sacral vertebra is 
masked by the extensive caries in. this region. With 
regard to Point 10, which is founded on the description 
of Breisky,* a few words seem to be necessary. 

Breisky^s description with regard to this point is the 
following : — *' In kyphosis, in which the weight of the 
trunk is displaced far backwards, it is necessary for the 
maintenance of equilibrium in sitting as well as in 
standing upright, and still more in walking, that the ossa 
innominata should be strongly inclined towards the 
horizon, and the trunk cannot therefore rest on the usual 
parts of the tubera ischii. In marked kyphosis, there- 
fore, the pelvis rests in sitting on the most anterior parts 

* " Ueber den Einflass der Kyphose anf die BeckeDgestalt»" ' Zeitsch der 
k. k. Qesellscb. der Aerzte in Wien/ xxl Jahrg^ng, 1 Band, S. 59. 
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of the tubera ischii and the so-called ascending rami of 
the ischia. Pressure on this point gives the tuber ischii 
a backward direction, which is already facilitated by the 
combined rotation of the ossa innominata by the traction 
on the ' ligamentum superius,' and the ascending ramus 
of the ischium bends backwards with a well-marked angle 
at the still pliable ' jnnctio pubo-ischiadica ^ in many 
cases, which is marked still more plainly by a pro- 
tuberance of the edge of the pubic arch (conf. fig. 10). 
In such cases the preparations can sometimes be balanced 
in this position on a horizontal plane, and I have had the 
photograph (fig. 10) taken in this position. The tuber 
ischii, which in kyphosis is not so much exposed to 
pressure in sitting as usual, and which is exposed to a 
diminished traction from the insertions of its ligaments 
and tendons, appears rounder than usual and not facetted. 
Since, however, the parts of the tuber ischii which 
support the weight have been placed far forwards by the 
strong inclination of the ossa innominata, they must also 
be displaced outwards by the rotation of the ossa inno- 
minata already described. Consequently the weight of 
the pelvis in sitting must still more increase the position 
already produced by the rotation of the ossa innominata, 
outwards above, inwards below; and in cases where the 
pubo-ischiadic junction is unusually pliable, the angle 
corresponding to the junction may be even somewhat 
b^nt outwards.^' 

The description of Breisky is generally accurate, but 
his explanation seems open to question, and calls for 
criticism all the more that it is freely copied in text- 
books. 

The first part of the history of the production of a 
kyphotic pelvis consists in the forward bending of the 
upper limb of the kyphosis, the disturbance of equili- 
brium by the weight of the body and head falling too far 
forwards, and in the diminution of the pelvic inclination 
in order to bring the centre of gravity again over the 
centre of support. The force which modifies any part of 
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the pelvis may be the direct pressure of the body-weight, 
or may be any one of the components into which this 
may be split. In kyphosis the latter play the more 
obvious part, but the pressure on the tubera ischii in 
sitting does not belong to this category, and its action 
entirely depends on the pelvic inclination during sitting. 
On this point it is generally admitted that actual obser- 
vations are much needed j meanwhile it is beyond dispute 
that one of the first links in the chain of the changes in 
the kyphotic pelvis is the diminution of the pelvic incli- 
nation, and it is not likely that the change of position 
from standing to sitting can reverse so important a con- 
dition. Moreover, on reference to his fig. 10, which he 
quotes in confirmation of his views, and which is repre- 
sented balanced on the tubera ischii in an attitude repre- 
senting nearly or quite the normal pelvic inclination, it at 
once strikes us that the skull is absent, not to mention 
the upper limbs, and that their weight, falling as it would 
much in front of the centre of support, would necessitate 
a very considerable diminution of the pelvic inclination 
before the complete skeleton could be balanced on the 
tubera ischii. The facts, however, with regard to the 
conformation of the bones, are generally in accordance 
with Breisky^s description, and it remains to suggest an 
explanation in place of the one we have just criticised. 

It seems not unlikely, then, that the explanation is to 
be sought in the stretching of the longest fibres of the 
great sacro-sciatic ligament which go from the posterior 
inferior iliac spine to the tuber ischii. The backward 
retreat of the upper part of the sacrum carries with it the 
adjacent part of the ilium, including the posterior inferior 
spine, and, in elongating the total antero-posterior 
diameter of the inlet (conjugate), also probably stretches 
the longest fibres of the great sciatic ligament. The line 
of traction exercised through this ligament would meet 
with hardly any opposition from pressure; indeed, the 
normal pelvic inclinatijon would have to be nearly reversed 
before this would take place. The action of the lower 
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fibres of the great sciatic ligament, rising from the third 
and fourth sacral transversa tubercles, and therefore below 
the axis of rotation of the sacrum, would be relaxed, but 
their relaxation could not abolish the tension of the longer 
fibres (the small sciatic ligament is for the same reason 
also relaxed, and the spines of the ischii are directed less 
backwards than usual). 

One other point in Breisky's description invites criti- 
cism, viz. the last sentence in the above quotation. It 
refers to the rotation of each os innominatum round an 
axis running from below and inwards in front, upwards 
and outwards behind, viz. at right angles to the direction 
of the force exercised through the ilio-femoral bands, the 
tension of which is increased by the diminution of the 
pelvic inclination. This axis may be described approxi- 
mately as running from some part of the symphysis 
pubis, to some part in the upper region of the sacro-iliac 
synchondrosis. The wording of the sentence alluded to 
is somewhat vague, but if it means (as it certainly may 
mean) that this rotation will produce an inward bending 
at the ischio pubic junction, it seems to us that the axis 
of rotation cannot possibly be placed so low, and that 
the inward bending must be the result of sitting. In 
accordance with this view this flexion at the ischio-pubic 
junction is decidedly better marked on the left side in 
our pelvis, the left being the side overhung by the body- 
weight, and this is the only considerable want of symmetry 
in the pelvis. 

This is the corollary, and the opposite condition to that 
found in the scoliotic pelvis. In the scoliotic pelvis, which 
is usually lordotic also, the increased lateral expansion of 
the whole pelvis carries the tubera ischii outside the sacro- 
iliac joints, and sitting produces aversion of the ischio- 
pubic and inversion of the iliac portions of the ossa inno- 
minata; while in kyphosis the lateral expansion of the 
pelvis is diminished, the tubera ischii fall within the sacro- 
iliac joints, and sitting produces mversion of the ischio- 
pubic, and aversion of the iliac portions of the ossa inno- 
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minata (see 'Ed. Med. Jour./ Sept., 1880, " Scoliotic and 
Naegele Pelves *^). The sentence in the above quotation 
which says that, '' since the parts of the tuber ischii which 
support the weight have been placed far forward by the 
strong inclination of the ossa innominata, they must also be 
displaced outwa/rds by the rotation of the ossa innominata 
already described,'^ seems to us unintelligible. We have 
already spoken of the pelvic inclination which is not 
increased but diminished or altogether abolished, and the 
tubera ischii cannot be " displaced outwa/rds '' by the rota- 
tion described. Can the words outwards (nach aussen) 
be misprinted for inwards (nach innen) ? Breisky^s lan- 
guage on either side of these words quite supports such a 
supposition. 

One other point occurs to us to notice : the weight in the 
kyphotic pelvis is sometimes described as acting backwards 
and upwards. Hoening, loc. cit., S. 43, says : ^^ Der Druck 
auf das obere Ende des unteren Hockerschenkels wirkt auf 
das obere Kreuzbeinende . . . nach oben und hinten.^^ 
It must not be forgotten that this is a loose way of talk- 
ing, and that what is really meant by it is that traction is 
exerted in a direction which, in the case of normal pelvic 
inclination would he upwards and backwards. 

Theobetical Descbiption. — The following is the pro- 
bable history of the deformity before us. 

Caries attacked the vertebral bodies in the lower dorsal 
lumbar and sacral regions. The body- weight fell forwards 
and slightly to the left. To restore equilibrium, the 
pelvic inclination was diminished ; the weight of the head 
and body above the angle of curvature, acting on the 
upper end of the lower limb of the angle as on a lever, 
drove this downwards and backwards and rotated the 
lower limb of the angle round a horizontal centre, piercing 
(nearly) the third sacral vertebra, thus turning the upper 
part of the sacrum backwards, the lower part forwards. 

The caries completely disorganised the bodies of the 
lower lumbar vertebras, so much so that the body-weight 
acted on them in this region as on a molten mass and 
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displaced the lower lumbar vertebrea backwards, produc- 
ing a sort of " posterior spondylolistliesis '' (an unusual 
point). 

In the backward retreat of the upper part of the sacrum, 
the posterior ends of the ilia were involved ; — the conju- 
gate became enlarged, the tubera ischii (through the 
traction of the longest fibres of the great sciatic ligament 
rising from the posterior inferior iliac spines) were drawn 
backwards, causing an angle seen in profile on the pubic 
arch. 

The body-weight falling backwards instead of forwards 
entirely reversed the usual lateral expansion of the pelvis 
causing lateral compression (especially as the inward pres- 
sure on the acetabula was unopposed), and antero-posterior 
expansion, instead of lateral expansion and antero-posterior 
compression. In accordance with this, the S-shaped curve 
of the iliac crests is very feeble. 

The diminution of the pelvic inclination threw addi- 
tional tension on the ilio-femoral bands (indicated by 
hypertrophy of their points of origin, viz. the anterior 
inferior iliac spines and the upper borders of the aceta- 
bula), and rotated the ossa innominata round an axis at 
right angles to the line of traction, viz. an axis running 
from within and below in front, outwards upwards and 
backwards (i.e. from somewhere in the symphysis pubis 
to somewhere in the sacro-iliac joint) ; the part of the 
ossa innominata above these axes being drawn outwards 
forwards and downwards, the part below them inwards 
backwards and upwards. 

The ilia are therefore everted and horizontal, the ischia 
inverted. The ischial spines, moreover, are square and 
inverted, owing to diminished traction on the small sciatic 
ligaments through forward rotation of the lower part of 
the sacrum. 

Lastly, the effect of sitting is shown in the additional 
inversion and inflection of the ischia, the non-expansion of 
the pelvis and traction of the ilio-femoral bands having 
brought the tubera ischii within the sacro-iliac synchon* 
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droses^ this effect being particularly marked on the left 
or slightly overweighted side. 

From the point of view of practical obstetrics, the foetal 
head would have entered the brim without difficulty, but 
at the outlet it would have had to pass through a space 
3^ in. by 2^ in. (9 cm. by 6cm.), of this space the ante- 
rior part (bounded by the pubic arch) would have been 
unavailable, and the practical oval would have measured 
some 3 in. by 2^ in. (8 cm. by 6 cm.). 

It must not however be forgotten that in these cases ^ 
the inter-ischiadic space often admits of considerable 
expansion under traction by forceps, which cannot be esti- 
mated by previous tentative divarication by the fingers, and 
that any lesions produced by friction of the soft parts 
against the bones are relatively unimportant being low 
down and far )*emoved from the peritoneum and bladder. 
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ON PUERPERAL DIABETES. 
By J. Matthews Duncan, M.D. 

In the title I use the word diabetes to indicate the con- 
ditions of disease universally recognised by the term. The 
researches of Blot* and of others have shown that in the 
end of pregnancy and daring suckling there is a small 
quantity of sugar generally in the urine, in amount so 
small as to lead to no confusion with true diabetes. This 
interesting normal or physiological condition has no affinity 
as yet made out with the disease diabetes. It is sometimes 
called, for distinction's sake, glycosuria; sometimes, as 
expressing a theory, galactosuria or resorption-diabetes. 

I have designated this paper " On Puerperal Diabetes/' 
not diabetes occurring in or merely coincident with preg- 
nancy, parturition, or the puerperal state. In the same 
manner is described the nephritis of pregnant, parturient, 
and lying-in women or the scarlatina puerperarum. Each 
of these diseases is believed to have such important 
differences from the regular or ordinary history of the 
malady as to justify the use of a name implying a nearly 
specific distinction. Some diseases occur in pregnancy as 
mere accidents, and have, meantime, no place in puerperal 
pathology, just as a broken leg has no such place; but 
this is not the case with diabetes, with nephritis, with 
scarlatina. 

The advance of physiology makes it certain that preg- 
nancy brings about important changes in the quantity or 
constitution of the blood, the bones, the skin and its 
appendages, the heart, and the great glands, and makes it 
highly probable that every solid and fluid constituent of 
the frame is profoundly modified for the time. It is, there- 
fore, not be wondered at that diseases affecting this new or 
altered body should present variations which may amount 

• * Gazette des H6piUux/ 1856, No. 121. 
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to almost specific differences. And it is my conviction that 
when our physiological knowledge is somewhat farther 
advanced, and when skilled observers have occupied the 
field, all diseases, including surgical accidents, will have 
their puerperal variations well defined, and suitable thera- 
peutics adjusted to them. 

The physicist has to investigate the general subject of 
the conduction of heat, and, in addition, special branches of 
the subject, such as the conduction of heat along heated 
rods. In like manner, the physician has to describe not 
only the general disease, diabetes, but also its modifications 
by other diseases, by surgical accidents, and by the extra- 
ordinary yet healthy conditions of pregnancy and lying-in. 
The diseases of diseases form an important branch of patho- 
logy to which already many contributions have been more 
or less formally made, and in this connection the work of 
Marchal — ^Recherches sur les accidents diabetiques^ (1864) 
— ^may be mentioned. Though pregnancy is not a disease, 
yet its pathology has affinity with the subject of diseases of 
diseases. 

Surgeons are well aware of the danger of operating upon 
diabetic patients, much more so, indeed, than one would 
gather from the perusal of systematic surgical treatises; 
and latterly Senator* has laid it down as the view of many 
surgeons that operations should be undertaken ''only under 
the most extreme necessity, and with particular caution, on 
account of their great liability to gangrene.^^ But, besides 
gangrene, there is the danger of rapid collapse, which may 
even be sudden. To this subject Gadget has contributed 
a case, and VemeuilJ has written an important paper on it. 

In medical practice it is well known that, besides the 
dangers directly associated with the disease, diabetic 
patients are liable to be carried off by attacks of inter- 
current affections, as of bronchitis or of pneumonia, which 

* < Ziemssen'B Cydopsedia of the Practice of Medicine.' English transla* 
tion. Vol. xvi, p. 1004. 
f 'British Medical Journal/ Oct. 9, 1876, p. 453. 
X * L'Union Medicale.' Ko. 142, et suite. 

VOL. IXIV. 1? 
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would, in ordinary circumstances, excite no alarm; and 
Griesinger* has remarked that a fatal issue in such a case 
may be very perplexing and misunderstood if the diabetes 
is intermittent and happens to be absent at the time of the 
fatal intercurrent disease. 

The notices of any special influence of diabetes on the 
female functions are very scanty and. of very little value. 
I have observed amenorrhoea, and Seegen remarks that he 
has also occasionally remarked it, adding, however, that he 
has seen regular menstruation up till death in cases of 
severe diabetes. The cases I have narrated and others, to 
some of which Griesinger refers, show that diabetes may 
come on during pregnancy, after delivery, and during 
Buckling ; but they are not numerous enough nor well 
enough detailed to justify any deductions from them. 
They merely establish the possibility of the supervention of 
diabetes in these states. 

Of diabetes in pregnancy and parturition our knowledge 
is scanty in the extreme, and Senator notes it as a matter 
for wonder that '^ even pregnancy has been seen to take 
place in diabetic women, according to Budge, Seegen, and 
others, but,^' he adds, ^^ it seems to be frequently ended 
prematurely by abortion.** In his great work on preg- 
nancy Montgomeryt has nothing but a reference to the 
case of Bennewitz. Obstetrical works generally make no 
reference to the subject. 

No doubt it is on account of its rarity that the compli- 
cation of pregnancy and parturition with diabetes has 
failed to attract the attention of obstetricians. Diabetes is 
known to be rarer among women than among men. There 
is a widespread belief that, apart from its weakening or 
generally deteriorating the constitution, it has a special 
influence on the sexual energies, diminishing sexual potence. 
It is well known that this injurious influence is not observed 
in every case ; in some, indeed, there seems to be the oppo« 
site. But I join in the general opinion, and while it is, foi* 

• 'Archi7 fur Phys. Heilk./ 1859, S. 52. 

t ' Signs and Symptoms of Pregnancy/ 2nd edit.,' p. 49. 
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evident reasons^ more easily ascertained in men than in 
women, there is no reason to limit it to th© male sex. This 
acquired impotence of diabetic women may partially account 
for the rarity of the complication. 

The rarity is attested not only by its having no his- 
torical place in literature, but by the actual experience of 
accoucheurs and of hospitals. We are constantly seeing 
nephritic and febrile and other complications, but this 
complication very rarely. The cases published in this 
paper include all of which I have any knowledge, yet I am 
sure that now, attention being called to the subject, the list 
of cases will soon be rapidly augmented. Griesinger says 
that of 53 female patients 2 were affected during preg- 
nancy. In a private letter Frerichs writes^ "Diabetes 
seldom occurs in women during pregnancy. Among my 
own 386 observations of diabetes, 282 were of the male 
sex and 104 of the female. Of these 104 of the female sex 
only one was ill during pregnancy, and in the eighth month.'^ 



Matthews Duncan's Case. — Suspicion of tempoi*ary dia* 
betes at the end of a former pregnancy. Death of foetus 
before the labour* Diabetes about end of eighth] month. 
Labour about beginning of ninth month with collapse. 
Excess of liquor amnii. Peculiar breathing. Death on 
third day after delivery* 

Mrs. S — J eet. 80, had been married five years, and had 
had two healthy children and two early miscarriages, the 
latter since the birth of the second child. She enjoyed good 
health, but was not robust; and she frequently suffered 
from simple leucorrhoea. She is reported as having, in the 
end of her first pregnancy^ suffered much from thirst, and as 
passing an enormous quantity of urine during the first two 
or three days after delivery* In this, her fifth pregnancy^ 
she was more than usually weak and ailing, and she suffered 
much frotn mental anxiety> and from sympathy with family 
grief 4 In the second half of pregnancy she had thirst and 
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dryness of mouth ; and, as time went on^ this increased. 
About two months before her confinement her urine was 
examined and nothing abnormal detected^ but it is not 
quite certain that sugar was specially sought for. She 
became very large, and, some weeks before coming to 
town for her confinement, she ceased to feel foetal move- 
ments. On her arrival in London and the fifth day before 
her confinement, I visited her and found her in a very 
delicate condition, but cheerful and with no complaint 
except of her unwieldy size and of thirst. Her tongue was 
dry and brown. Her bowels not constipated. Labour was 
expected in about a month. 

She did not remark increase of her urine, but her husband 
and her maid, when she subsequently became seriously ill, 
remembered that she had increased frequency of calls to 
pass water for two days before labour began ; and her 
breath was noticed to have a mawkish sweetness of flavour. 
Labour began at 11 a.m. and the pains were frequent in the 
back, very severe yet not very painful. When I saw her, 
about 3.30 p.m., she was seated with a friend in the drawing- 
room, cheerful, and not alarmed. But she had a somewhat 
excited manner and her appearance at once produced in me 
the gravest alarm. Her lips were bluish, her fcice not pale 
as usual, but more coloured and blotched with large purplish, 
areas. Her hands were clammy and cold, as in death. 
Her pulse 96, temperature 98°; yet she sat and talked 
vigorously and not like an invalid. I gave her brandy, and 
proposed to have her carried upstairs to her bed, but she 
declined assistance and went easily up to her room and lay- 
down. All this time and until about six hours after her 
confinement her breathing was laboured. After the birth 
of the child it became considerably easier and gradually 
the laboured character disappeared, but from 3.30 p.m. 
till the discharge of the liquor amnii the breathing was 
excessively laboured. There was no complaint of the 
breathing, no ordinary dyspnoea, no orthopnoea, no accele- 
ration, but in other respects, or in manner, it was that of 
extreme difficulty. 
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The cervix uteri was foimd healthy and the os about two 
inches in diameter. No progress being made, the mem- 
branes were ruptured at 5.30 p.m., and five quarts of 
liquor amnii were discharged. At 6.30 the head was on 
the perineum. Labour pains continued good under the 
partial influence of chloroform, but quite powerless though 
the parts were extremely relaxed. The head was in the 
first position. At 8.15 p.m. the anaasthesia was deepened 
by chloroform and the child delivered with the smallest 
possible force by short forceps. The child was large even 
for a nine-months^ foetus ; it had been dead for some time, 
its epidermis freely peeling off. The placenta came away 
easily and without haamorrhage. She had made water 
before lying down between 4 and 5 p.m., but after delivery 
her bladder was observed to be replete and I drew off by 
catheter an enormous quantity of urine which was not 
measured. Before delivery and immediately after it, inclu- 
sive, a drachm and a half of liquid extract of ergot was 
administered ; and during labour forty-five drops of chloro- 
dyne. After labour, at her request, twenty-five more drops 
of chlorodyne were administered. She went soundly asleep 
and shortly before 10 p.m. I left her with no sign of 
disorder except deep and somewhat laboured breathing and 
a weak pulse, 120. Her skin was now naturally warm, 
not hot. 

Between 2 and 3 a.m., that is, about five hours after her 
confinement and after the complete evacuation of the blad- 
der, she passed spontaneously three pints of urine, sp. gr. 
1022. She slept with slight interruptions and in her sleep 
had some incoherent talk ; and it may be here remarked 
that she continued in this light sleep almost continuously 
till she became moribund when she could not be roused. 

About 10 of the morning after her confinement her pulse 
was 128 and temperature 98*4°. Tongue dry. Great thirst. 
Drank large quantities of milk and beef-tea and some 
brandy, and continued to do so to the end. About 3 p.m. 
the urine was 1025. Pulse 130, temp. 98*8°, resp. 18. At 
9 p.m. pulse 138, resp. 20, temp. 98*5°. During this, the 



262 ON PUEBPEBAL DIABETES. 

first day after delivery, slie drank three pints of milk and 
three pints of beef tea, and she passed 228 onnces of urine. 
It was found by Mr. Gripper to contain 3 per cent, of 
sugar and a trace of albumen. This last was not found 
on subsequent testings. 

In the course of the second day Sir W. Gull was consulted 
and small doses of strychnia were given. At 9 a.m. pulse 
120, feeble ; temp. 96*5° (doubtful) ; sp. gr. of urine 1024. 
At 1.30 p.m. pulse 144, temp. 98*1°, resp. 22, urine 1020. 
At 9 p.m. pulse 120, temp. 98*1°, resp. 20, urine 1025. 
In all 103 ounces were passed on this day. 

On the third day the respiration became laboured again, 
and often a respiration was interrupted; and this state, 
with variations, continued to the end. At 9 a.m. pulse 
156, feeble; temp. 98*5°, resp. 23; urine required to be 
drawn off and expressed. The case was now under the 
constant observation and care of Dr. Champneys. The 
following brief notes are from his observations. Thirty-one 
ounces of urine, sp. gr. 1025, which had all to be expressed 
from the bladder, at 7 a.m. 

The temperature, pulse, and respirations from 9 a.m. were 
as follows : — 9.45 a.m. — ^temp. 97*8°, resp. 28. 11.15 a.m. 
— pulse 168, resp. 24. 12 noon — temp. 101°, pulse 160, 
resp. 25. 12*45. p.m. — pulse 152 (very feeble), resp. 28. 
2 p.m. — ^pulse uncountable, almost imperceptible. 

The following additional circumstances were noted : 

At 9.45 a.m. the respiration became peculiar ; it consisted 
of two distinct rhythms, mixed in fairly constant propor- 
tions. For instance, the total number of respirations at 
that time per minute was 28, but they were not regular; in 
the first half minute 10 respirations were counted {i.e. at 
the rate of 20 per minute), while in the next ten seconds 
8 respirations occurred (i.e. at the rate of 48 per minute). 
There were about 10 long inspirations and then 6 short 
ones as a rule, and the change from one rhythm to the other 
was sudden. At 12.45 the breathing became regular, but 
again irregular at 1.15 ; it became regular again before death. 

The localised livid patches on face, hands, and body 
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persisted, and were plainly visible the day after death. 
Tliis flusMng increased before death. 

The hands and feet were warmer than the forearms and 
legs during the last twenty-four hours. 

Death occurred at 3.30 and from the heart. Respiration 
was maintained long after the pulse had practically dis- 
appeared, and laboured breathing with the use of the 
accessory muscles of inspiration was noticed only some 
quarter of an hour before death. 

The irregular breathing was perhaps the final effort of 
the respiratory centre, for the breathing (as above said) 
became regular again before death. 



W. L. Rbid's Case. — In first pregnancy a macerated child. 
Diabetes early in second pregnancy. Death of fcetus in 
eighth month. Premature labour a few days later. JBi»- 
cess of liquor amnii. Survival with persistent diabetes. 

Dr. Reid's narrative. Mrs. — , set. 32, was strong as a 
child ; began to menstruate at 12 and was regular and normal 
till pregnancy seven months after marriage at 28. In 1869, 
nine years before marriage, she passed through a sharp 
attack of enteric fever, from which she seemed perfectly 
to recover. Fifteen months after marriage she was delivered 
of a dead eight-months* child, after having been a fortnight 
at least during which she frequently complained of feeling 
no motion. A nurse only was present at the birth but a 
neighbouring doctor was caUed in to remove the placenta. 
Dr. Reid saw the child^s body a few hours afterwards and 
found it macerated but not putrid. A good recovery 
followed and four months afterwards she again became 
pregnant. Thirst was an early symptom, and after a little 
time, diuresis. These symptoms got worse as pregnancy 
went on, but she did not call special attention to them, 
supposing that they were incidental to her condition. She 
also got very thin and was troubled with crops of small , 
boils. 
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A little over tlie eighth month she felt movement cease 
and, three or four days after, labour came on, slow in 
character, lasting for about twelve hours ; the membranes 
not bursting till the head began to strain the perineum ; and 
the quantity of liquor amnii was very great. Dr. Beid 
noted at the time that before his hands were washed the 
fingers became '' sticky.^^ This occurred to him as being 
due to the presence of an abnormal quantity of albumen in 
the fluid, and regarded the case as one of dropsy of the 
amnion'. He examined the placenta, which was large and 
flabby ; the amnion peeled very easily from the subjacent 
structures on the placenta proper, but otherwise there was 
nothing remarkable. The child was dead and the epidermis 
beginning to separate. It was very large and well nourished. 
The only point worth remark in the puerperium was that a 
day or two after labour the thirst became " frightful,*^ and 
being refused water by the nurse, she crept on her hands 
and knees to the water bottle. 

About, two months after her confinement, on an incidental 
visit to her house in the country, I was struck with her 
thinness, weakness, and the dryness of her skin, and for 
the first time the idea that she might be suffering from 
diabetes occurred to me. Particular examination showed 
that such was the case. The memorandum of quantities 
and percentages of sugar, which was kept at the Western 
Infirmary, has been lost, but to begin with, she was found 
to be passing 22 ounces of sugar in the twenty-four 
hours. 

She was put on gluten bread and encouraged to take 
exercise, when the symptoms immediately began to improve. 
The breathlessness, muscular weakness, and defective eye- 
sight, from which she had suffered, gradually became less 
marked. 

Dr. Andrew Fergus was consulted and, by his advice, a 
teaspoonful of lactic acid was taken three times a day till 
she began to suffer a good deal from rheumatic pains. 
She is now very much stronger, has little thirst, perspires 
pretty freely, takes all kinds of food, except those containing 



ON PUERPERAL DIABETES. 265 

much starchy and walks a great deal. Menstruation has 
always been regular and normal. 

Rather more than six months ago she observed a swelling 
in the right breast which gave her pain. It was thought 
by us to have been possibly due to the action of the lactic 
acid; she thinks it malignant in character^ her mother 
having died of epithehoma beginning at the vulva. 

She now passes about 74 ounces of urine per diem^ con- 
taining 10 per cent, of sugar ; very acid ; no albumen. 

There is no history of diabetes in the family. 

In June, 1882, Dr. Pavy reported the state of the urine 
as sp. gr. 1038, containing no albumen, sugar 20*83 grains 
per ounce, and acidity 3*78 per 1000 (expressed as oxalic 
acid), and expressed his opinion that diabetes had to do 
with the birth of the two dead foetuses. 



Newman^s Case. — First pregnancy and confinement normal. 
Diabetes which persisted during the two succeeding 
pregnancies and till death. Second pregnancy and con^ 
Jmement natural. Third pregnancy child bom dead at 
sixth or seventh month. Death of mother on third day of 
lying-in. 

Mrs. G — , ast. 36, married four years, first child two 
years old; was first seen on March 16th, 1876, was then 
the subject of diabetes, which was supposed to have 
existed for two or even three years. Urine six to eight 
pints in twenty-four hours. Now pregnant for second 
time. Parturition on March 31st at full time, and all went 
well; did not nurse the child. On May 15th the urine was, 
acid, sp. gr. 1040, twenty grains of sugar in the ounce; 
about five pints in twenty-four hours. June 4th menses 
began. On September 8th found to be again pregnant, 
and nearly three months gone ; little change noted in urine 
or in general condition ; urine three to four pints in twenty- 
four hours generally, and on an average had twenty grains 
of sugar to the ounce. On December 23rd prematurely 
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confined; child etillbom, about sixth or seventh month. 
No special haemorrhage or trouble in the birth. December 
26th^ died. Had been strange in manner since the birth^ 
and then for twelve hours comatose. 



Newman's Case. — Diabetes in two pregnancies. Children 
horn alive. Death of mother^ comatose^ two years after 
birth of last child. 

From report made to him. A. B — , 89t. 36, multipara, 
was early in 1878 found to be diabetic. Bore a living 
child in 1878, and another living child in 1880. In March, 
1882, she died after three days of coma. 

Lecorche's Case. — Diabetes after a successful pregnane and 
delivery. Diabetes of infant. Diabetes persistent during 
subsequent successful pregnancy and parturition. 

Obs. XIV.* — Saccharine diabetes. Pregnancy, Fre- 
quent attacks of bronchitis, (Edema of the lower extre^ 
mities. — ^Madam S — y is 27 years old, her last child 6 
years. It is since her confinement that she has become 
diabetic, and, an interesting particular, her infant has also 
become diabetic. 

This woman, daughter of a gouty man, has always been 
very nervous. Her mother died albuminuric. 

She* complains of disorders of vision, of pains in the 
nucha, of insomnia, of palpitations. We find nothing in 
the heart, but there is oedema of the lower extremities, and 
the pulse is intermittent, small, and unequal. 

She is easily made rheumatic; nothing abnormal on 
examination of the lungs. 

The appetite is very good without being exaggerated. 
Thirst is acute, and the patient passes about three litres of 

* "De TEndocardite diabetique." 'Archives g^n^rales de m^ecine.* 
Avril, 1882, p. 407. 
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urine in the twenty-four hours. The urine presents the 
following characters : 

Density 1035, urea 13-20, sugar 41-65, uric acid 0-60, 
phosphoric acid 1-98. 

The patient, four years ago, became enceinte, and has 
brought her pregnancy to a successful termination. 

John Williams's Case. — Mother and two sisters diabetic. 
Elder sister, diabetes after confinement; recovered. 
Patient's first child bom alive at term, diabetes found 
next day. Second child born alive at term, excess of 
liquor amrdi and no sugar in it. Diabetes persists, 
{Note of third pregnancy and death,) 

Mrs. — , 89t. 25 j April, 1880; has had no abortion. 

Mother known to be diabetic for four years; diabetes 
controlled by diet. 

Elder sister married, has been twice pregnant. Diabetes 
discovered accidentally after second confinement. Made 
good recovery after confinement. Quantity of urine not 
increased, and of sugar small. 

Younger sister known to be diabetic about four months, 
quantity of urine and of sugar high. Dieted; both reduced. 
Died April, 1881, from cardiac failure during an attack of 
simple enteritis. 

Mrs. — was confined of her first child April, 1880. Was 
under chloroform for three hours. Child a fine healthy 
girl. At 12 noon on following day bladder was found 
distended, and more than two pints of dark urine were 
drawn off. About same quantity passed at 7 p.m. For 
five following days about four pints of urine passed daily. 
No symptoms. Did not suckle. No milk. On fifth day 
after confinement urine tested for first time, and found to 
be loaded with sugar. It rather quickly diminished, and 
on seventh day was estimated, and found to be nineteen 
grains to the ounce. Sp. gr. 1042. 

Eighth day after confinementj quantity 56 oz. Sp. gr. 
1028 and 1032 ; less sugar. 



i 
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Tenth day after confinement, quantity 30 oz. Sp. gr. 
1030; no sugar all day. 

Eleventh day after confinement, quantity 34 oz. ; no 
sugar all day. 

Twelfth day after confinement, quantity 32 oz.; no 
sugar all day. 

Was dieted moderately, took no sugar in tea, &c., but 
took a little fruit and cake occasionally, and potatoes. 

February, 1881. — Urine examined, by Dr. Balfe. Quan- 
tity 1150 c.c, acid, sp. gr. 1034, urea 38*1 grms., HPO, 2*9 
grms., sugar 28*7 grms. 

August 18th. — Quantity 30 oz.; sugar under 2 per 
cent. 

Con£ned August (end of), 1881, of a fine healthy boy. 
Very quick labour, lasted only a few hours. Large quan- 
tity of liquor amnii. Almost a pint collected. Examined 
by Balfe, myself, and another, independently. No sugar 
found by one of the three. She made a quick recovery 
after both labours. 

At no time has she had thirst or great hunger, or dryness 
of the skin or any other of the symptoms of diabetes, and 
the quantity of urine is if anything below the average. 
Sugar is sometimes absent, but more usually present. 
Avoids excess of sugar, but does not diet herself. Does 
not take alcohol in any form. Her general health is good. 
She is thin, and weighs about nine pounds less than before 
marriage. She is unable to bear any great exertion. 
Twice after inhaling nitrous oxide for tooth extraction has 
had prolonged syncopal attacks.* 

* Third Pregnancy, — (Analysis of urine by Dr. Balfe.)— 5th month: 
quantity, 1400 c.cms., sp. gr. 1041, sugar 39.2 grms. 6th month : 42 oz. or 
1225 C.C., sp. gr. 1045, sugar 756 gr. or 50.3 grms. 7th month : quantity, 
66 oz. or 1875 c.c, sp. gr. 1041, sugar 64.1 grms. or 990 gr. Pregnancy went 
on to the full time ; labour was short and easy ; child smaller than either of 
the others. The day after labour six pints of urine were passed, the portion 
first passed had a sp. gr. of 1017, that passed later 1025 ; then the amount 
diminished to four pints, and at the end of a week it was less than three pints 
daily. The sp. gr., however, went up, but it was always under 1030. At the 
end of a week the quantity passed increased to six pints, but it diminished again 
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John Williams's Case. — Sixth child died during pregnancy. 
Bom at eighth month. Diabetes from early in this preg- 
nancy. Death sudden four months after delivery, 

R. S — y 8Bt. 36, married eleven years (May 2nd, 1882), has 
had an abortion between the third and fourth month, and 
borne six children, the last stillborn at eight months in 
January last. It was believed to have been dead fourteen 
days. Complains of profuse leucorrhoea, offensive and 
greenish in colour. Has not been in good health since a 
bad labour four years ago, after which she had an abscess 

and during the fourth week it was under three pints. For the first fortnight 
after lahour the uterus remained large and the fundus was above the brim, 
then it sank into the pelvis and a large decolorised clot was expelled. For 
nearly four weeks there was a slight discharge of blood. She went downstairs 
for the first time three weeks after her confinement; she felt well and looked 
well, but thin. Four weeks after her confinement she was subjected to slight 
exposure, and in the night she appears to have had several slight rigors. 
Next day she complained of severe pain in the hypogastric and right iliac 
regions ; the pulse was 120 to 130 and the temperature 104° F., and remained 
80 throughout the day. The uterus was large and movement of it caused 
great pain ; there was no distension of the abdomen, but there was marked 
tenderness over the uterus and right iliac fossa. On the following day the 
temperature was 103° F. ; the pulse as before. The tongue, which was clean 
and moist before the attack, became covered with fur on the second day. The 
temperature remained high for three days, for three more days it rose to 101° 
F. at night, after which it remained normal, except on one or two occasions 
when it was under the normal. There was no exudation throughout but the 
uterus became fixed. During the first three days when the fever was high 
the amount of urine was under three pints daily and the sp. gr. was not in- 
creased ; as soon as the fever subsided the quantity passed increased to about 
four pints daily, and the tongue became red, raw, and afterwards dry. During 
the six days she took very little food and she vomited several times. On the 
eighth day of the iUness the urine increased to six pints with a sp. gr. of 1037. 
On the afternoon of the ninth day of illness she complained of severe pain 
in the left side below the heart ; she soon became delirious and then coma* 
tose, and died eight hours after. There was no secretion of urine from the 
time the delirium set in ; there was obstinate constipation throughout and 
great loss of flesh. For several days before death the breath had a very 
distinct sweet odour. The urine contained a large quantity of sugar through* 
outi but the amount was not estimated. 
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opened through the front passage. Has bearing down in 
both passages^ and feels feverish and thirsty. Passes a 
large quantity of urine ; has a good appetite, but is losing 
flesh fast. Bowels constipated. Tongue clean. Catamenia 
appeared at fourteen and stopped for six months, and then 
were pretty regular till marriage (May 9th) . Urine loaded 
with sugar, no albumen. 

She began to be thirsty soon after she became pregnant 
with her last child. The child when bom was offensive. 
She also began to pass urine in great quantity as she became 
thirsty. She had had no thirst or copious micturition with 
any of her other children. Since her confinement the thirst 
has continued as before it, but the quantity of water, which 
is always clear, is increased. She began to lose flesh soon 
after conception. She used to get stout during pregnancy, 
but in her last she got thinner, and since her confinement 
she has been losing fiesh more rapidly than before it. Since 
her confinement has had several boils. She has not suffered 
from sore throat, nor eruption on skin ; nor has any of her 
children presented any cutaneous eruption anywhere. Until 
last pregnancy has always drunk little during that state. 
No family history of polyuria. She was ordered a grain of 
opium twice daily. 

May 16th. — Bowels very confined. She is very prostrate 
and unconscious, and has been wandering, and has vomited. 
According to sister-in-law the amount of urine passed in one 
day last week was four quarts and one pint. Now the urine 
is loaded with sugar and contains albumen. She had been 
going about on 14th and 15th and enjoyed her food, and 
her death on the 16th was sudden and apparently from 
syncope. 

Post-mortem, by Mr. Victor Horsley, on May 18th. Body 
much emaciated. No petechias or boils. No hypostatic 
congestion. Rigor mortis fairly well marked. Serous 
membranes normal except adhesions in right pleura. Me- 
ninges normal, except pia mater very pale. Lower lobes of 
both lungs hypostatically congested, very oedematous, fri- 
able. Upper lobes well aerated, tough. Endocardium 
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normal, valves healthy, slight yellowish mottling in some 
places. Stomach greatly distended by three to four pints 
of dark green fluid. Liver large, flabby, green in colour ; 
lobules indistinct on section; capsule not increased; sub- 
stance friable, pale and granular in appearance. Kidneys 
the seat of intense cloudy swelling, in many places gone on 
to extensive fatty degeneration. Density diminished. 
Capsule strips off easily with smooth surface left. Ureters 
normal. 

JoHK William's Case. — S. P — , »t. 33 years, came to me in July with the 
perinsBam torn through to the rectum. She was delivered of her seventh 
child on March 2nd. The face presented and delivery was accomplished by 
forceps. Although the perinsBum was stitched at the time> it failed to unite. 
In other respects she made a good recovery. 

First pregnancy thirteen years ag^. For the first three months she was 
very sick and ill ; she was also very thirsty, often getting up in the night and 
drinking a "quart of water.'' She also got very thin. She does not 
remember whether she passed an unusual amount of water. Both the thirst 
and loss of flesh continued until the confinement. After getting up she 
became well and strong again, and noticed nothing wrong. 

Between her first and second pregnancies she had rheumatic fever, and was 
ill for a long time. 

The second pregnancy commenced a little over eleven years ago. For the 
first three months she was sick and lost flesh. At the end of this time the 
sickness ceased and she became strong again. She was troubled with unusual 
thirst all through her second as in her flrst pregnancy, but she had no 
urinary trouble except that she was unable to retain her water during the 
latter months. 

The third pregnancy occurred about ten years ago. In the course of it 
there was no vomiting, no abnormal thirst, and no urinary trouble, but she 
lost flesh slightly. During no jone of the pregnancies was the appetite in any 
way abnormal. 

The fourth pregnancy was terminated eight years ago; there was great 
sickness during the first three months, but no thiM, wasting, or polyuria. 

The fifth pregnancy terminated five years ago. Its history was like that 
of the previous one. 

She was confined for the silth time three years ago. She was sick iot the 
whole nine months. Two months before delivery she brought up some dark 
blood while cottghiHg. She lost fiesh during the whole time, and she became 
thirsty, especially dtlring the last three months, and for the last month the 
urine ran awily fi*om her, but she does not know whether she passed an 
increased quantity. About three Weeks after her confinement she had two 
fits during the i^tlme night. They came on during sleep, and she knows 
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nothing of them except that she was told the first lasted fifteen minutes and 
the second thirty minutes, with ten minutes interval between them. She 
did not bite the tongue, but she is said to have thrown herself about and to 
have been held down. 

The seventh pregnancy took place at the time already mentioned. There 
was no sickness, but she wasted a great deal. There was some thirst during 
the first months, and tbe urine ran away dnring the last. At other times she 
can retain it well. She has been very irritable for last three or four months ; 
has felt thirsty for three or four days only ; mouth and throat for last two 
days have felt dry, especially at night ; tongue sticks to roof of mouth in the 
morning, now raw and overclean, cracked transversely; gums for last month 
apt to bleed in the morning, now red and spongy, and readily bleed. Eye- 
sight has been getting bad since confinement ; cannot see as plainly as she 
could ; left eye most defective ; no sign of cataract. Heart, lungs, nervous 
and digestive systems, with the exception named, healthy. Neither spleen nor 
liver could be felt. Uterus of normal size ; sound passed 2i in., less mov- 
able than natural ; slight tender thickening on left. Temp, normal. 

22nd. — Urine contained a trace of sugar. 

28rd. — Sp. gr, 1042; large amount of sugar; reduces five volumes of 
Fehling's solution. Pil. Opii, gr. i, twice a day, and diabetic diet. Belladonna 
to breasts. 

24th. — Sp. gr. 1030 ; 280 gr. of sugar in the twenty -four hours. 

25th to 28th. — Much less sugar, about one tenth of what it was. 

26th.— Sp. gr. 1080. 

28th.— Sp. gr. 1015. Made an out-patient ; operation postponed. 

All her labours except the last have been easy. She made good recoveries, 
and she nursed her childi'en usually for eighteen months. She had rheumatic 
fever twelve years ago, and eighteen months ago ; both bad attacks, the latter 
complicated by pleurisy and inflammation of the lungs. Had three abscesses 
on the left arm six years ago. No falls or blows. 

Catamenia 14 — 15 regular, moderate, and painless. 

Family history, — Father dead, 44, consumption ; mother dead, 66, bron- 
chitis. Two brothers ; one consumptive, other's chest bad. Four sisters ; one 
has dreadful cough ; one has spat blood and is dropsical and asthmatical ; two 
healthy ; one died of bronchitis eleven days after delivery. Father's brother 
and a cousin on father's side died insane. 

She has been getting thinner since her last confinement, people in the 
house notice and speak about it. Gets tired easily ; does not think she passes 
more urine now than usually ; since confinement, however, she has at times 
been obliged to pass it frequently. Urine remained loaded with sugar until 
August 8th, after that date none was found. She was taken into the hospital 
at the beginning of October, the perinssum was operated upon and it united 
in a most satisfactory manner. Since she has been back in the hospital the 
urine has been examined daily but no sugar has been found in it* 
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AuBEEY Husband's Case. — Diabetes in third pregnancy. 
Child bom feeble, died after a few hours. Death of mother 
eight months afterwards, diabetic. Liquor amrm saccha- 
rine. 

Mrs. A. B— , married in 1871, at 23 years of age, and at 
that time in good health and stent. Her first child was 
stillborn in October, 1872. Her second child was bom in 
good health in October, 1873, lived three years, and 
died of meningitis. Her third child was bom in November, 
1874, was "a miserable object," and died in a few honrs. 
After the birth of her third child she suffered from piles and 
from boils, and she died with symptoms of laryngeal phthisis 
in July, 1875. About the time of her death she was passing 
fifteen pints of water a day. There was no history indi- 
cating hereditary diabetes. 

In February, 1874, she was stopped nursing by advice, 
and from this she dates her illness. All her life she had a 
habit of drinking largely of water, and during this preg- 
nancy she had much thirst and hunger. The abdomen 
became very large and she was greatly emaciated. By 
Sutton's volumetric analysis the liquor amnii, collected in a 
clean vessel as it was discharged, was found to contain 0*7 
per cent of sugar. At the same time her urine was of sp. 
gr. 1028'4, and contained 5*54 per cent, of sugar. 

Five analyses of the urine, made in November and Decem- 
ber, 1874, showed variation in specific gravity from 1030 to 
1034'4, and of percentage of sugar from 6*45 to 7'35. 

Bennbwitz's Case.* — Diabetes d^iring fourth, fifth, and sixth 
pregnancies. Diabetes disappeared after each pregnancy. 
Fifth child prematv/re and bom dead, and weighing twelve 
pomtds. Menstruation d/u/ring fifth pregnancy. 

A stout young woman, who previously had three children^ 

* Reported in ' Edinburgh Medical Journal,' toI. xxx, 1828, p. 217, from 
' Osann's 12ter Jahresbericht cles poliklinisclies Institutes zu Berlin,' p. 23. 
VOL. XXIV. 18 
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and always carried her cliild to the foil time without any 
material disturbance of her healthy became pregnant 
for the fourth time. During the whole of that pregnancy 
she was tormented with insatiable thirst and profuse dis<* 
charge of urine ; but^ as she had no other complaint of suffix 
cient moment to attract her attention^ she did not apply for 
advice^ and the nature of the urine was never ascertained 
as the quantity of liquid she drank was naturally thought 
to be a satisfactory explanation of the increased quantity 
of Uquid discharged. The thirst and diuresis ceased sud- 
denly soon after she was delivered, and she recovered 
perfectly. 

At the age of twenty-two she became pregnant for the 
fifth time, and hardly had the pre&rnancy be&run when the 

aiM ana ai««.i. U^<.rin 1 4. U^^g 

degree than before ; no other symptom of ill health, how- 
ever, accompanied them, so that it was not till the seventh 
month that she appUed for medical advice, and even then 
thirst was her chief complaint. The desire for drink, caused 
by a burning and itching sensation in the. throat, was such 
that she drank daily five or six Berlin quarts, but her hunger 
was not preternatural. Her digestion at the same time was 
vigorous, and although she said she had been much stronger 
at the commencement of her pregnancy, she was still a 
stout-looking woman. The urine considerably exceeded in 
quantity the liquid drank, amounting, in fact, to eighteen 
medicinal pounds ; it was watery and muddy, had a faint 
smell, like stale beer, and had a taste resembling that of 
beer but much sweeten The tongue was clean and dark 
red, the mouth constantly dry, the gums shining, red, and 
retracted, so that the teeth Were loose ; the voice weak and 
hoarse ; the bowels regular ; her sleep disturbed by calls to 
drink ; the skin rough, harsh> dry, never perspirable ; the 
pulse full, hard, and frequent ; the temperature of the body 
irregular; and menstruation had continued during the whole 
period of her pregnancy* Latterly she had also pains in the 
loins shooting towards the pubeSj and particularly trouble- 
feome when she italked* No symptom whatever could.be 



ON PUBBPBRAL DIABETES. 275 

detected of a local affection of the kidneys. On account of 
the stjate of the pulse twelve ounces of blood were taken 
from a vein^ but no change whatever was caused in the 
symptoms. The blood drawn formed an abundant dark red 
crassamentum without siziness^ and a clear serum of a 
peculiar faintly-sweetish smell and taste. A strict animal 
diet and warm clothing were then enjoined, together with 
the occasional use of magnesia and hyoscyamus to keep the 
bowels moderately open ; but, although she in consequence 
seemed to feel more comfortable, the state of the urinary 
secretion remained unaltered. About this time it was ana- 
lysed by Hermbstaedt, and found to contain two ounces of 
sacchanne matter per pound {civilpfund). 

At length the labour pains commenced prematurely (the 
precise time not mentioned), and she was delivered of a 
female in&nt weighing twelve pounds, and which died in the 
passages. Next day she was attacked with great weakness, 
tearing pain in the lower belly so acute that she could not 
bear the pressure of the bed clothes, delirium, flushing of 
the countenance ; but, as the lochia continued to flow natu- 
rally, she was not subjected to any particular treatment. 
Next day, however, the same symptoms continuing, leeches 
were applied to the abdomen and a laxative administered. 
The operation of the latter was followed by profuse perspi- 
ration, the flrst she had had since her pregnancy began. 
The inflammatory symptoms then rapidly disappeared ,* at 
the same time the thirst, diuresis^ and saccharine taste of 
the urine became less and less, and she was soon restored to 
perfect health. The urine was carefully analysed again by 
fiermbstaedt (at what distance of time after delivery is not 
stated), and he could not detect in it any trace of sugars 
Bit months after being dismissed cured she became preg> 
nant a sixth time. 

l?he relater did not see her dtiriiig this pregnancy, but he 
inras subsequently informed by her that she had the same 
thirst, heat in the throat, and diuresisj though in a much lesS 
degree than formerly, and that in addition she had a profuse 
'^ fltior albus,'' ^hich no treatintot could check dturing hei^ 
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pregnancy, bat which ceased of its own accord soon after 
delivery. 



Winckbl's Case. — Diabetes observed in second confinement. 

Child bom alive, 

A factory-woman Potzsch, secundipara, was admitted 
January 21st, 1874. She was somewhat pale, but appa- 
rently strong and well-developed, had a good panniculus 
adiposus, and slight rickety bending outwards of the lower 
extremities. As a girl she had often been troubled with 
glandular swellings, and learned to walk only in her third 
year. Later also she was liable to glandular swellings, 
frequently had cough and suffered from chronic catarrh. 
Menstruation began in her eighteenth year, and recurred 
during the first year regularly every four weeks ; then for 
a considerable time she was irregular, sometimes missing 
the period for three months ; and latterly, before her preg- 
nancy, was again regular, the period lasting from four to 
eight days, flowing profusely and with slight pain. 

On December 1st, 1872, she was delivered by turning 
of a dead male child in the hospital. She remained six 
weeks in the house and was for twelve more weeks unfit for 
work. 

Her last menses were in the end of April, 1873, and 
symptoms of pregnancy were natural. Breasts small and 
containing little. Belly very distended, pendulous; walls 
loaded with fat ; middle line quite weak up to the pit of the 
stomach. Navel expanded ; strias very slight. In the right 
labium majus and right thigh considerable varicosities. No 
oedema. Anterior vaginal wall considerably prolapsed; 
vaginal portion persistent. External os uteri patulous, and 
with numerous fissures. Foetal head mobile^ first position. 
Conjugata externa 18 cm.; conjugata vera about 8*5 cm. 
Liquor amnii in large quantity. On the day of parturition 
slight mellituria. After a labour of fifty-three hours forty- 
five minutes, she was delivered on February 24th, 1874, at. 
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5*45 p.m. of a female child, alive, 51 cm. in length, 3370 grms. 
in weight. First stage fifty-three hours, second stage thirty 
minutes, third stage fifteen minutes. On account of rigidity 
of the mouth of the womb, and very frequent and painful 
contractions, injections of chamomile tea were used, and 
twice morphia was subcutaneously injected. The placenta 
weighed 600 grms. No laceration of the perineum. 

In the puerperium the temperature gradually, till the 
evening of the fourth day, rose to 40 C, then sank, but 
again on the ninth day reached 40*1 C. Meantime the 
uterus was very tender on pressure. On both sides the 
nipples were chapped. Bronchial catarrh. At first the 
bladder was satisfactorily evacuated, but later there was 
some strangury and incontinence, and pain if the bladder 
were not frequently emptied. On the thirteenth day she 
was discharged. At her leaving the hospital the urine had 
a strong saccharine reaction. Normal involution of the 
genitalia had taken place. The child weighed 3550 grammes. 



Matthews Duncan's Case. — Diabetes began at qidckening 
in eleventh pregnancy. Child large and bom dead. 
Diabetes disappeared. Relapse. Death eight months 
after delivery, comatose. 

L. R — was 35 years of age when she consulted me in 
September, 1879. She was in good health, her diabetes 
having disappeared, but she dreaded a renewal of preg- 
nancy, being convinced that she would not survive it, so 
great had been her sufferings in the last. She had had 
one miscarriage, and nine births at the full time. The last 
child she described as enormous. It was born dead in 
May, and the labour was tedious. Almost certainly it was 
dead before its birth. She made a good recovery. 

The diabetes began at quickening, her sufferings then, 
and subsequently, from thirst being great. About a month 
after delivery, in May, Mr. Venning found the urine very 
acid, sp. gr. 1046, and containing a large amount of sugar. 
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which^ under treatment^ disappeared after a week. The 
diabetes relapsed in October and sbe died in January in tbe 
country. Mr. Yenning, wbo was called to ber/ found tbe 
breathing hurried, and a general condition of great exhaus^p 
tion. Coma soon came on and lasted fortwenty-four hours 
when she expired. No family history of diabetes. 



Davidson's Cask.— Diaie^ in middle of fourth pregnancy. 
Father diabetic. Child alive, feeble, one month premature, 
Uved thirteen Jumrs, Temporary disappearance of dia- 
betes after labour. Death four m^onths afterwards from 
diabetes. 

On March 20th, 1882, I was called by Dr. Davidson to 
see Mrs. S — , who was pregnant, very ill, and suffering 
from diabetes. She was 38 years of age, had been married 
for six years and had had three children naturally. She 
had nursed her last babe, which was now twenty months 
old. At my visit she was seven and a half months pregnant* 
Complained of great weakness, and looked pale, somewhat 
livid, and exhausted. She was rapidly losing flesh and her 
mammas especially had shrivelled. She had been suffering 
severely from thirst for three months. Her father suffered 
from diabetes. 

A week before the consultation Dr. Davidson found the 
urine 1042 with 10 per cent, of sugar. Dr. Davidson 
reports that on March 22nd she passed five pints of urine^ 
sp. gr. 1018, giving no reaction with Pehling's solution. 
On the 23rd 4 pints. On the 24th 3 pints, sp. gr. 1018, 
On the 25th 3} pints, sp. gr. 1015. On the 26th 3J pints, 
sp. gr. 1017 ; diarrhoea. On^the 27th 3} pints, sp. gr. 1020 ; 
diarrhoea. On the 29th diarrhoea ; child born prematurely 
4.30 p.m. Liquor ammi sent to me contained no sugar, sp. gr, 
1020. Child apparently premature a month. On the 30th 
much less urine, thirst abated, great weakness, but pulse and 
temperature normal. On the 31st 1^ pints of urine, sp. gr, 
1020, no trace of sugar. On April 1st 1^ pints of urine. 
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sp. gr. 1020. On the 2nd as before ; no tlurst, Child lived 
only thirteen hours. 

Subsequently, Dr. Davidson writes : '' She was confined 
prematurely on the 29th March, immediately after which I 
could detect no trace of sugar, and the quantity of urine 
was normal. She did not make a good recovery, and 
suffered much from liver trouble with migraine, which 
yielded very slowly to treatment ; and on the 6th May sugar 
was again detected in the urine, which increased to Oiiiss, 
and had a sp. gr. of 1030. Godeia and regulated diet, from 
which she hadpreviously derived benefit, failed toitaprove her 
condition, and she suffered at short intervals from diarrhoea 
and other distressing symptoms of liver trouble, with 
impaired digestion, loss of appetite and strength. The 
treatment was varied from time to time but without any 
marked effect. She took 9] doses of* tannin, pulv. oper. 
gr, ], and gj tinct. ergotae, three times a day for some time, 
after which I tried iodoform and extr. lactucae, and even- 
tually returned to codeia in doses of gr. j, three times a 
day, but with no marked benefit j and the digestive disorder 
becoming chronic, rendered the case almost hopeless. 

" On the 7th July, Dr. Pavy saw her, but did not 
consider it necessary to modify my treatment and gave 
an unfavorable prognosis on account of her age (sBt. 
88). Very obstinate constipation was throughout the case 
the most troublesome symptom and resisted all treatment. 
About 8 a.m. on the 14th July she began to exhibit 
symptoms of approaching coma, and in an hour later she 
became unconscious and continued so till her death, which 
occurred at 8.30 a.m. on the 16th.*' 

Dr. Pavy*s analysis of July 7th. Sp. gr. 1028'5, sugar 

11*21 grains per fluid ounce, no albumen, acidity 6*552 

grms. per 1000 (expressed as oxalic acid), 

Matthews Dtjucan's Case.* — Sister died of dmbetea. First 
pregnancy i hoils, child died at eighth month, bom at term. 
Second pregnancy, child bom at term, decomposed^ 
• ^ Edinburgh Medical Journal/ February, 1873. 
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Third pregnancy, diabetes discovered in fifth month. Pre- 
mature labour induced, child decomposed. Death second 
d/iy after delivery. 

The following notes are very imperfect^ partly from loss 
of manuscript, partly from the circumstance tliat the patient 
was under the care of several physicians at different times. 
Her regular physician was Ihr. Bell, of St. Andrews, and 
to him I am indebted for the greater part of the details 
here given. 

Mrs. N — , eet. nearly thirty years, was married when 
twenty-six years old, and her present pregnancy (1871) is 
the third. She has a delicate but healthy appearance, and 
regards herself as, on the whole, a healthy woman. Her 
sister died of diabetes. 

Her first child was bom at the full time, on 23rd August, 
1869. It was male, and decomposed. Judging from the 
symptoms in the mother. Dr. Bell thought the foetus had 
^ed about a month before its expulsion from the uterus. 
After this confinement she suffered from successive boils ; 
but, in other respects, made a good recovery. The urine 
was not specially examined. 

Her second child, a male, was born about the full time, 
on 28th November, 1870. It was also in a decomposed 
state, the skin being purple and the cuticle peeUng off. 
The placenta was found to have large fatty nodules and 
smaller fatty masses in it. During the last two months of 
this pregnancy she had taken perchloride of iron and chlorate 
of potass in moderate doses. There were no boils after this 
confinement, and she made a good recovery. The urine was 
not specially examined. 

In May, 1871, she was sent to Langen-Schwalbach, and 
was under the cafe of Dr. Genth. While residing there she. 
became pregnant a third time. On one occasion, while 
there, she had, when at stool, an attack of violent abdominal 
pain, with aJarming paQor and faintness, which aU soon 
passed off under simple treatment. 

About the end of October she was at Harrogate, under 
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Dr. Myrtle^s care. There she was suddenly seized with 
partial amaurosis of the right eye. Mr. T. Pridgin Teale, 
from Leeds^ visited her, and had the urine examined, and it 
was found to be diabetic. He examined the eye by the 
ophthalmoscope, and saw about the central spot of the retina 
a large pear-shaped clot. The optic disc was natural. 
Mr. Teale attributed the haemorrhage to the diabetic state 
of the blood. 

In the middle of November I saw her in Edinburgh, and 
described her as thin and wasted-looking. Vision of right 
eye still imperfect, but improving. Tongue clean but dry. 
Much thirst. Pulse good. Temperature 95* 6°. Skin not 
very dry, not scurfy. Uterus large for the period of preg- 
nancy, tight, and unusually irritable, handling bringing on 
strong contractions very readily. Urine acid, sp. gr. 
1039, no albumen, quantity not extremely large, contains 
abundance of sugar, as shown by the ordinary tests. The 
case to be watched, and ordinary diabetic treatment carried 
on by diet. An iron and chlorate of potass mixture was also 
ordered. She was at this time about the sixth month of 
pregnancy. 

On the night of the l4th December Dr. Bell was sent 
for. He found Mrs. N — complaining of intense pain in 
the abdomen, which, coming on suddenly awoke her from 
sleep. Fancying it was cramp or spasm she had used hot 
fomentations, but they had given no relief. The pain was 
diffused over the abdomen, and apparently in the uterus, 
which was not tense or hard. There was no retching nor 
diarrhoea, and no cause for the attack could be discovered. 
The pulse was small and rapid ; the &>ce anxious. Opiates 
in various ways and chloroform inhalation were tried, but 
without lasting good effect j so, likewise a turpentine stupe. 
Soon the feet and hands became cold. 

On the night of the 15th December I saw her, and found 
her in a most alarming state, with an almost moribund 
appearance. Coldness of surface. Pulse very quick and 
"^eak. Face pallid. Great pain in abdomen^ chiefly in right 
flank ; no great tenderness. ' 
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In consultation^ it was resolved to induce premature 
labour at once. So far as we could judge^ the patient was 
rapidly dying. Evacuation of the uterus might give some 
relief. The cervix uteri was dilated by india-rubber fiddle- 
shaped bags with great difficulty^ there being persistent 
spasm of the external os. When it was of the size of about 
1| inch in diameter^ the child was turned by external and 
internal manipulation^ without introducing the hand; a foot 
was seized^ the membranes ruptured^ and the delivery was 
gradually effected early in the morning of the 16th December, 
Child dead and decomposing. 

After delivery there was a luU in the symptoms ; pain 
was less ; quietness was for a time maintained ; but no sub- 
stantial improvement occurred. She felt better^ and was 
astonished when Dr. Bell did not confirm her own ideas on 
this point. Movement was painful. There was occasional 
vomiting of dark-green fluid. She was clear in mind^ and 
conscious till nearly the last. The symptoms were diligently 
used as guides for varied and assiduous treatment. On 
the night of the 16th she became unconscious and died on 
the 17th. 

Post-mortem examination by Dr. Bell discovered in the 
lower part of the abdomen some patches of peritoneal con- 
gestion^ and a small quantity of serum^ tinged brownish-red^ 
in the peritoneal cavity. There were large soft decolorised 
clots in the right side of the heart. No other morbid 
appearances were observed in the chest and abdomen. 



Febbichs's Casb.— Tew^A pregncmcy. Diabetes in etghtJi 
month. Death fifteen months later of phthisis and gan^ 
grene of lungs. Tumour of medulla oblongata^ 

A woman^ 89t. 36^ who had already borne nine children^' 
was taken with diabetes in the eighth month of pregnancy. 
The lying-in was normal. The woman died fifteen months 
afterwards of phthisis pulmonalis and gangrene of the lungs ; 
besides there was found atrophy of the bony skeleton and a 



ON PUSBFBSAL DIABBTBS. 283 

tumour of the left pyramid of the medulla oblongata^ prob- 
ably the cause of the diabetes. 



Sbboen's Case.^i^ — Th/ree pregnancies during diabetes^ all ended 
m miaca/rriage about middle of pregnancy. Death after 
third miscarriOfge. 

^^I have observed a diabetic patient who^ during the 
continuance of the diabetes^ conceived three times^ and there 
always followed miscarriage in the fourth or fifth month, 
In the last miscarriage the young patient^ still very well 
nourished^ died/' 

These histories comprise 22 pregnancies in fifteen women 
varying in age from 21 to 38 years. So far as is known^ 
all^ with one exception^ were multiparas^ the pregnancy of 
highest number being the tenth. They cannot be read 
without giving a strong impression of the great gravity of 
the complication ; but they are not sufficiently numerous to 
justify any statistical argument based on the numbers 
of the occurrences. In one^ the first recorded^ as in several 
pthersj death was by collapse rather than by coma^ but that 
first case is remarkable in another respect^ there having been 
a violent access of diabetic polyuria at the time of labour^ 
This was shown by the suddenly commencing enormous 
discharge of urine^ and it could not have been without special 
influence in inducing the collapse. Of the twenty-two 
pregnancies^ including those going to term and those ending 
in miscarriages^ in fifteen mothers^ f our ended &tally after 
delivery j premature labour having been in one of these four 
pases induced by me to avert death before delivery. These 
four were puerperal deaths in point of time^ 

Hydramnios was frequent^ and in one case (Husband's) 
sugar was found in it j in another (Beid's)^ its observed 
stickiness makes its saccharine character probable. 

In seven of nineteen pregnancies, in fourteen mothers, the 

• ' Diabetes MeUitoa,' 1875, p. 119, 
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child died during the pregnancy, having in all of these 
reached a viable age. In two more the child was feeble and 
died a few hours after birth, making an unsuccessful result 
of pregnancy to the child in nine out of nineteen pregnancies. 
In one other case the child had diabetes. The dead foetus 
is sometimes described as enormous, or its weight is extra- 
ordinary ; and this probably arises from dropsical infiltration 
as in the case here first recorded. 
The histories farther show that : 

1. Diabetes may come on during pregnancy. 

2. Diabetes may occur only during pregnancy, being 
absent at other times. 

8. Diabetes may cease with the termination of pregnancy, 
recurring some time afterwards. 

4. Diabetes may come on soon after parturition. 

5. Diabetes may not return in a pregnancy occurring after 
its cure.* 

6. Pregnancy may occur during diabetes. 

7. Pregnancy and parturition may be, apparently, unaffect- 
ed in its healthy progress by diabetes. 

8. Pregnancy is very liable to be interrupted in its 
course ; and probably always by death of the foetus. 



Dr. John Williams said that although these cases were 
extremely rare, yet he thought them less infrequent than was 
generally supposed, and this was due to the fact that the urine 
was not examined in every case. Traces of sugar in the urine 
were common enough, indeed, he thought it was present in a 
majority of cases, but these were not cases of diabetes. During 
the last three years be had met with four cases ; three of them 
are referred to in the paper. He then gave a few details of a 
fourth case. 

Dr. Babnes observed that a collection of cases illustrating the 
graver accidents that attended diabetes in pregnancy was of 
extreme value. The subject had not been neglected in Tamier's 
great work. He himseli^ twenty years ago, made an elaborate 
investigation into the condition of the urine as to albumen, urea, 
and sugar. He had frequently found sugar. It was a physio- 
logical condition, not constant, however. Dr. Sinety had shown 

* Case given in a private letter from Frerichs. 
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that when lactation was suppressed glucose appeared in the 
urine. This was of especial interest in connection with the 
researches of Tarnier, proving the normal fatty change in the 
liver in gestation. Dr. Barnes drew a parallel between the his- 
tory of albuminuria and glycosuria in pregnancy, for the purpose 
of showing that just as albumen was frequently found in the 
urine of pregnancy without entailing any grave symptoms, so it 
was in the case of sugar or glycose; but that the physiological 
boundary might be passed, and then the gravest accidents 
occurred. Thus, the physiological and pathological cases of 
glycosuria or diabetes were associated. 

Dr. Champneys asked the President whether he considered 
the subject far enough advanced to formulate any rules of treat- 
ment. 

Dr. Cabteb understood Dr. Duncan's paper to refer to women 
who were suffering from diabetes at the time they became preg- 
nant, and drew attention to the serious dangers they were liable 
to during the course of pregnancy and as the result of the 
efforts of labour. When we remember how liable diabetic 
patients are to sudden collapses and coma after too great or too 
prolonged exertions, we need scarcely be surprised that such 
should occur as a consequence of the strain upon the system 
during pregnancy and at labour. 

The Fbesidekt remarked that, with the exception of M. 
Bennewitz's and his own case, none had been published ; and no 
general account of this terrible disease was to be found in the 
whole history of midwifery. The slight glycosuria to which Dr. 
Barnes referred had been long known, and was everywhere 
recognised. Many years ago, verifying the French researches, 
he had, in the Edinburgh Maternity, found it in every nursing 
woman ; it was a natural physiological condition which had not 
been shown to have axij relation to the terribly fatal complica- 
tion he had been describing in his paper. He believed, with Dr. 
Williams, that now, attention being called to the subject, many 
cases would turn up. He could not lay down any special rules 
of treatment. 
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ON THE TREATMENT OP POST-PARTUM HE- 
MORRHAGE BY HYPODERMIC INJECTION OF 
BRGOTININE. 

By C. Chahbazain, M.D. of Paris. 

• 

Thb question of tHe treatment of post-partnm liaBmor- 
rhage is one of the most important in midwifery. A qnick^ 
steady^ and permanent contraction of the ntems is a condi* 
tion sine qua non for checking uterine haemorrhage after 
delivery. This can be obtained by hypodermic injections 
of ergotinine. But what is ergotinine^ and how does it 
differ from ergotine f 

Ergotinine is the alkaloid of the ergot of rye^ as quinine 
is the alkaloid of quinquinia^ or morphia that of opium^ 
while under the name of ergotine are known different 
products of ergot — that of Bonjean^ Toon, Wigger, Wenzell, 
and the extract of ergot of the B. P., these are simple 
extracts of ergot of rye. 

Ergotinine was discovered by Charles Tauret, the distin- 
guished chemist of Paris, in the year 1875, and the name 
'' ergotinine '' was given by him in order to distinguish it 
from the ergotine. 

The composition of ergot is very complex. Chemists^ 
have discovered not less than twenty-four different sub« 
stances, but the real alkaloid^ with all the properties and 
chemical reactions of the vegetable alkaloid, l¥as discovered 
only by Tauret. This alkaloid is in form of White crystals^ 
insoluble in water and soluble in alcohol aiid chloroforms 
The mode of preparation and the chemical and physical 
characters of ergotinine cannot be discussed here^ thosd 
who may be interested in the question can have a perfect 
notion on these points by consulting the paper of Tauret in 
the ' Annales de Chimie et de Physique,' 5e serie, t. xviij 
1879. 

In order to show the extrelne force toid the powerful effect 
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of this alkaloid^ I will only say tliat one pound of the fresh 
powder of the ergot of rye gives only three grains of the 
crystallised alkaloid. 

Er^otinine was first used a^inst hssmopty sis and hsBmate- 
mesis! afterwards against eVery kind of Worrhage, in 
other words^ whenever there was an indication for the use of 
ergot* 

My friend and master. Dr. Budin, of Paris, whose im- 
portant obstetrical works are not unknown to this honor- 
able Society, had used in some cases of post-partum 
haamorrhage ergotinine, and had obtained very good results, 
but unfortunately these results are not yet published. 

I had lately a very good opportunity of using the ergoti- 
nine in a hospital which has a universal and traditional 
reputation in our obstetrical science — I mean the Rotunda 
Lying-in Hospital of Dublin. 

I will here thank Dr. Atthill, the master of this hospital, 
for the kind permission that he gave to me for testing the 
efficacy of this alkaloid. I could not have chosen a better 
place for using that medicine ; in the first place, because of 
the great number of cases which are attended in this hospital^ 
natural as well as complicated; in fact, during the three 
month that I passed there, the cases of '^post-partum'^ 
haemorrhage were not unfrequent j and, in the second place, 
for the control which each case has naturally undergone by 
the presence of the assistants and of some young doctors 
who attend the hospital. I give a great importance to this 
second point, because I think that such investigations must 
be done before medical men and not simply in private 
practice. 

In what case must ei'gotiiiine be used f What are ltd 
advantages over ergot and ergotine f In what doses and 
how must it be used ? These are the questions which we 
shall now discuss. 

The alkaloid of ergot must be used in every post-par- 
tum haemorrhage due to the absence of uterine contrac- 
tions, or when after a good contraction there is a relaxation 
of the organ; Naturally^ whein ther^ is a retained placenta 
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this must be first removed, and if the hemorrhage does not 
cease the ergotinine may be used hypodermically. 
The following is a case of this kind : 

Case 1. — Mc — , ast. 39, fifteenth pregnancy, admitted to 
the Rotunda on the 10th August, 1882. She is at full term, 
and a child is bom after six hours' labour. No haemorrhage 
during the pregnancy. Fifteen minutes after the birth of 
the child some blood with clots came away. The expression 
of the placenta was attempted, but a great quantity of blood 
and clots was expelled without the placenta. Some traction 
of the funis was tried without result. The patient was 
continuously bleeding, the pulse becoming frequent and 
weak, and the uterus quite enlarged. I introduced my hand 
into the uterus, having the other hand on the abdominal 
walls, and with great difficulty I detached the placenta and 
the membranes, which were very adherent to the walls of 
the uterus. I waited for a contraction in order to have my 
hand expelled from the uterus with the placenta. This 
contraction came some minutes after, expelling the placenta 
and my hand, but the uterus relaxed immediately after, and 
a great rush of blood came away and filled a big basin. I 
injected then ten minims of the solution of ergotinine (con- 
taining only -^ of the alkaloid) in the gluteal region. Soon 
after I felt the uterus contracting under my hand, placed on 
the abdominal walls, the bleeding ceased, and did not come 
any more. The binder was put on, the patient kept quiet, 
and brandy ordered. 

The patient recovered after slight symptoms of septi- 
caemia, but no local accident, neither any bleeding occurred. 

I anticipate the objection that may be raised by the 
introduction of the hand into the uterus, but the contrac- 
tion produced by it did not last long and relaxation caone 
on ; the ergotinine produced a steady and permanent con- 
traction. 

In the following cases the hand was not introduced into 
the uterus and the ergotinine acted very Well. 
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Case 2. — Genville — , 89t. 27, fourth pregnancy. Has 
had some post-partum hadinorrhage at her last confine- 
ment. Labour easy, lasting six hours, on the 20th of 
August, 1882. Placenta expelled naturally. Bleeding 
began immediately after the placenta was expelled. 
Ergot given by mouth, one ounce of the infusion; local 
application of cold water tried without result. Bleeding 
continued always by drops. Uterus softened, not well 
contracted. One hour after the ergot was given by 
mouth the bleeding continued and the uterus became 
more relaxed. I injected ten minims of the solution of 
ergotinine in the gluteal region and a strong contraction 
came on soon and the bleeding ceased. I stopped for more 
than half an hour near the patient and not a single drop of 
blood came on the vulva. No local accident. 

Case 3. — Mrs. E — j rot. 22, primipara. Tedious labour, 
lasting twenty-six hours; placenta expelled fifty minutes 
after the child was born. Some laceration of the perineum. 
Bad contraction; haemorrhage. Ergot given by mouth 
(liquid extract, a teaspoonf ul) ; continuous trickling of blood 
from the uterus for more than one hour after the ergot was 
given. I injected hypodermically eight minims of the 
solution of ergotinine in the gluteal region. Very good 
and strong contraction. Some drops of blood came from 
the laceration. No more bleeding. No local accident. 

In the following case a good contraction came on after 
delivery, but some minutes later it was replaced by 
a relaxation, and ergotinine brought back the uterine 
contraction. 

Case 4. — X — , set. 41, eighth pregnancy. History of 
tedious labour previously ; last pregnancy great difficulty 
in removing the placenta; haemorrhage. Application of 
forceps on 25th of August, 1882, after eight hours of second 
stage, the head being on the perineum. Expulsion of the 
placenta by expression twenty minutes after. Good con- 

VOL. XXIV. 19 



290 TREATMENT OF POST-PARTUM H^JMORRHAGB 

traction of the uterus lasting a few minutes, then relaxation ; 
haBmorrhage with some clots. Ten minims of the solution 
of ergotinine injected in the gluteal region. A strong 
contraction came on and thehaomorrhage ceased. No local 
accident. No secondary haomorrhage. 

The three following cases are of slight post-partum 
hssmorrhage treated by ergotinine. 

Case 5. — W — , set. 32, seventh pregnancy; twen by-four 
hours in labour. Child bom on 29th of August, 1882; 
placenta expelled easily ; haemorrhage after the expulsion, 
which continued for twenty minutes. Ten minims of the 
solution of ergotinine injected hypodermically in the gluteal 
region ; haemorrhage stopped by a good contraction. No 
local accident. 

Case 6. — ^M — , aet. 28, fourth pregnancy ; twelve hours in 
labour. Child bom on 30th of August naturally. Haemor- 
rhage before the expulsion of the placenta ; placenta expelled 
thirty minutes after by expression. Uterus relaxed and 
bleeding continued. Ergot given by mouth half an hour 
after ; the haemorrhage not yet stopped. Ten minims of 
the solution of ergotinine injected. Strong contraction 
came on and the haemorrhage ceased. No local accident. 

Case 7. — Second pregnancy, aet. 28. Tedious labour, 
perineum very rigid; placenta expelled twenty minutes 
after; moderate but persistent haemorrhage. Extract of 
ergot one drachm given by mouth; cold water applied, 
and the child put to the breast without effort. A second 
dose of the extract of ergot given, one drachm thirty 
minutes after the first dose, the haemorrhage continuing 
for one hour and a half after the expulsion of the placenta* 
Ten minims of the solution of ergotinine were injected* 
A good contraction came on and stopped the haemorrhage. 
No local accident. 

All these were cases of no serious haemorrhage, those 
which are frequently met with in practice* 
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The following is a case of a very severe haomorrliage in 
which the hypodermic injection of ergotinine was not 
sufficient to arrest the hsBmorrhage, but this is a complex 
case ; the haemorrhage was not due to the relaxation of the 
uterus ; there was a complete rupture of the perineum and 
of some piles. This case proves that the ergotinine, like the 
ergot, has no effect on the haemorrhage due to rupture of the 
perineum, or of the vagina, or to the laceration of the cervix. 

Case 8. — Primipara, aet. 24. Labour very tedious, lasting 
twenty-six hours; contraction very seldom and without 
effect. Forceps applied by Dr. Home, assistant master of 
the Rotunda, on the 1st of September, 1882. Rupture of 
the perineum going to the sphincter ani (some piles), 
occurring when the child was coming out. Placenta expelled 
twenty minutes afterwards. A great rush of blood came 
away in a jet; the uterus is somewhat relaxed. Cold 
applications and ten minims of the solution of ergotinine 
injected in the gluteal region. A strong contraction was 
obtained but the haemorrhage continued. Dr. Home in- 
jected in the uterus hot water ; the haemorrhage ceased, but 
three hours afterwards a secondary haemorrha;ge came on ; 
stopped by ergotine by mouth. No local accident. 

I used also the ergotinine in a case of secondary 
haemorrhage. 

Case 9. — C — , aet. 29, third pregnancy. Has had post- 
partum and secondary haemorrhage in the two former con- 
finements. Labour lasted four hours, and a child of llf lbs, 
was bom on Sep. 17th, 1882, in the Rotunda. Great diffi- 
culty during the expulsion of the shoulders. No post-partum 
haemorrhage* On 22nd of September, at 10 p.m., a rush of 
blood with clots came from the vagina; I injected three 
drops of the solution of ergotinine and the haemorrhage 
ceased. On 24th she had some more haemorrhage, checked 
easily* No local accident. 

In this case three drops of the solution were sufficients 
Generally I used 10 minims, which correspond to -j-^-^ of a 
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grain of the alkaloid^ or one half of a milligramme. The 
solution of ergotinine prepared by Tauret himself is ^V of a 
grain (1 mill.) to 20 minims. H^re is the formulae of his 
solution which he sent to me lately. 

P> Ergotinine, 0*01 centigramme (^th of a gprain) ; 
Lactic acid, 0*02 centigramme (^rd of a grain) ; 
Aqua laarocerasi, 10*00 grammes (3 dr.). 

Dr. Budin began to use 20 minims of the solution (3^ oi 
the principle) and he obtained very bad vomiting, and real 
accidents of intoxication occurred in the cases when tV <^f 8» 
grain of Uie artificial principle was used. But what is very 
curious to remark, that in small doses the effect of ergotinine 
on the uterus is far better and stronger than in high doses. 
In all cases that I used I never injected more than 10 minims 
of the solution (t^ of a grain of the alkaloid), and I never 
obtained either local or accidents of general intoxication. 

I have always used the ergotinine hypodermically, pushing 
the needle of the syringe very deep in the muscles of the 
gluteal region. 

Like the solution of morphia the solution of ergotinine is 
very difficult to keep ; it must be kept in a dark-coloured 
bottle, and if there is some deposit, it must be filtered with a 
small piece of cotton kept at the end of the needle. There is 
also a sirup of ergotinine prepared by Tauret, dose -rr^h. of a 
grain to the ounce ; it is used in chronic monorrhagia and in 
profuse menstruation, from one to six teaspoonfuls during the 
day. I have never used it because of the slow effect that 
it has for arresting post-partum haemorrhage and also for 
the fear of producing some vomiting. 
' Now, what are the advantages of ergotinine over ergotine ? 

1. Local abscesses and indurations are often observed after 
hypodermic injection of ergotine, while the ergotinine has 
not yet produced such an accident. 

2. It is necessary to inject 20 to 40 minims of the ergotine 
of Bon jean or the liquid extract of B.P. in order to 
obtain a good and strong contraction, while with three to 
five drops of the solution of ergotinine a powerful effect is 
obtained. 



BY HYPODERMIC INJECTIONS OP EKGOTININE. 293 

3. Ergotine being a very complex product, its action is 
also complex and is not permanent, while ergotinine the real 
active principle, the alkaloid, acts more quickly and produces 
a more steady and permanent contraction than the former. 

4. The action of the ergotine given by the skin on the 
uterus is not certain, while that of the ergotinine has not yet 
failed. 

Ergotine corresponds to the extract of opium, ergotinine 
to the morphia. No one discusses to-day the advantages 
of morphia over the extract of opium. I give generally 
now four or five minims of the solution, and if I do not 
obtain a satisfactory result I give five minims more. 

Case 10. — M — , 89t. 36, eighth pregnancy; contracted 
pelvis. All the former labours terminated by an obstet- 
rical operation. Full term, in labour for eighteen hours 
on 22nd September, 1882, in the Rotunda. Prolapse 
of the funis, head on the brim, very mobile. Forceps 
tried without result. PodaUc version performed. Haemor- 
rhage after the extraction of the child, the uterus being 
very soft and relaxed. Hypodermic injection of four 
minims of the solution of ergotinine; good contraction; 
haemorrhage ceased, and five minutes after placenta expelled 
naturally. I kept my hand on the uterus, and I found it 
becoming enlarged by-and-bye and quite softened. I pressed 
off the clots, and I injected six minims of the solution in the 
gluteal region. A violent contraction came on and no 
haemorrhage occurred. No local accident. 

As a general rule I never use the ergotinine when the 
uterus is not empty, but under peculiar circumstances I 
make some exceptions. In the following case, and in Case 
10, I injected it before the placenta being expelled, because 
of the haemorrhage, and as a prophylactic against post-partum 
haemorrhage. It is worthy to remark that in the following 
case the placenta was expelled Hke a gun-shot immediately 
after the injection of seven drops of the solution, showing its 
tremendous action on the uterus. 



294 TBSATMENT OF FOST-FABTUK HiEMOBBHAaE. 

Case 11. — D — , CDt. 34, eighth pregnancy. Contracted 
pelvis, head on the brim and very mobile. Has had some 
hasmorrhage one honr before the labour began. Forceps 
applied without effect by Dr. Home on 25th of September, 
1882, after eighteen hours of labour. Podalic version per- 
formed and a small child extracted. Inmiediately after the 
child was bom bleeding came from the uterus. I injected 
seven drops of the solution ; a strong contraction came on, 
stopped the haemorrhage, and expelled the placenta with 
the membranes, throwing them to a certain distance. No 
more hasmorrhage. No local accident. 

I used the ergotinine in the following case as a prophy- 
lactic treatment for post-partum haemorrhage, the uterus not 
being empty. 

Case 12. — C — , aet. 25, fifth pregnancy; three days in 
labour — ^twins. First child extracted by turning, being an 
arm presentation ; great quantity of liquor amnii. I injected 
three drops of the solution in the gluteal region, there being 
some bleeding. A good contraction came on and expelled 
the second child; the placenta expelled in fifteen minutes 
by expression. One placenta, separate membranes. No 
post-partum haemorrhage. No local accident. 

When the question of intra-uterine injection of perchloride 
of iron was discussed, the distinguished president of this 
Society, Dr. Matthews Duncan, divided post-partum haemor- 
rhage into two classes : — 1. Those which are not very 
serious and are very frequent. 2. Those which are serious 
and very rare. It is in that first class of haemorrhage that the 
hypodermic injection of ergotinine acts with great efficacy. 
Our pretension does not go so far as to say that ergotinine 
replaces the intra-uterine treatment of post-partum haemor- 
rhage, though in all cases but one after the hypodermic injec- 
tion of ergotinine no other treatment had been necessary. But 
we shall suggest to use the ergotinine before any attempt at 
intra-uterine injection is made; a good contraction being 
obtained, the formation of thrombi in the open mouths of 
uterine vessels is of no more necessity. 
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Dr. Champnbys asked Dr. Chahbasdan how long the ergotinine 
could be trusted to keep. 

Dr. "WiLTSHiBE thought the Society was indebted to Dr. 
Chahbazian for his lucid and important statement. If ex- 
perience corroborated tbe author's statements, the hypodermic 
use of ergotinine in cases of post-partum hsemorrhage would be a 
source of comfort and relief to many an anxious accoucheur. 
Dr. Wiltshire would suggest that the hypodermic injection of 
ether might also be helpful in cases of severe collapse ; and if 
ergotinine was not soluble in ether separate injections of the latter 
in drachm or half-drachm doses might be resorted to. 

Dr. BBTjyTON asked Dr. Chahbazian for information on a most 
important point, viz. What period of time elapsed between the 
injection and the action of the ergotinine ? 

Dr. C. Chahbazian.— Mr. President and Gentlemen, — I 
will address my thanks to Mr. President and to all the members 
of this Society who received my paper kindly and did 
me the honour of discussing it. I will thank also all the 
members of our medical profession in England, Ireland, and 
Scotland who gave to me a friendly hospitality. I cannot 
answer directly to the question of Dr. Cbampneys, as to how 
long we must rely on the ergotinine, because in all the cases 
that I used it otner treatment had not been necessary; only 
once it had failed because of the rupture of the perineum 
and of piles, even in that case, after the intra-uterine injection 
of hot water, the steady contraction was due to the ergotinine, 
because the hot-water injection gives often relaxation after 
the contraction. I have no objection to using capsules or 
carbolic acid as a recipient in order to be able to keep it for a 
long time. As to the question how many minutes after the injec- 
tion the contraction is obtained, this is very variable. It varies 
from for two minutes to five minutes; this is a point wnich 
must be studied in more cases than the twelve that I observed. 
Experiments are not yet made on animals, and the pamphlets 
written on the question are made on clinical facts in cases of 
haemoptysis and hffimatemesis. But I hope to make some 
physiological experiments on rabbits, and see directly the action 
of the alkaloid on the uterus. 
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DECEMBER 6th, 1882. 

J. Matthews Duncan, M.D., F.R.S. Ed. President, in the 

Chair. 

Present — 53 Fellows and 5 visitors. 

Books were presented by Dr. Gaston, Dr. G-. de Gor- 
requer Griffith, Professor Macari, Dr. A. Martin, Dr. A. 
Wasseige, the Royal Medical and Chirorgical Society, the 
Clinical Society, the Edinburgh Obstetrical Society. 

Mr. Charles E. Jennings (Malmesbury) and Mr. Thomas 
Wholey were admitted Fellows, and Dr. Charles E. Fitz- 
gerald (Folkestone) was declared admitted a Fellow of the 
Society. 

William Axchdeckne Duncan, M.D., was elected a Fellow 
of the Society. 

The following were proposed for election: — William 
Augustus Bonney, M.D. ; Christopher Childs, M.A, M.B. 
(Weymouth) ; Edward Clapham, M.D. (Wimbledon) ; Wil- 
liam Coates, M.R.C.S. E. ; W. H. Fenton Jones, M.R.C.S. ; 
William John Pook, L.R.C.P. ; James J. Reynolds, L.R.C.P. 
(Portland) ; John Ooryton Roberts, L.R.C.P. Ed. ; Edward 
Sabine Tait, M.B.; William Cairns Wicks^ M.B. (New- 
castle-on-Tyne). 



Dr. Cleveland, adverting to a specimen he had exhibited 
at the meeting of May, in 1881^ showed another fleshy or 
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deciduous substance that had been discharged by the same 
patient in September of the present year. 

He had had no opportunity of making an examination 
before labour commenced. Although a careful search was 
instituted^ during and after labour, no evidence of a double 
uterus was obtained. 

On this occasion the labour was at term, and although 
tedious, with breech presentation, the placenta came away 
easily, and the uterus was contracted and of normal size. 

Forty-eight hours afterwards the substance shown was 
expelled, with scarcely the knowledge of the patient. It 
bears a resemblance to the former specimen and corre- 
sponds pretty closely in its dimensions, but the canal is 
rather wider, and the open end terminates in broader and 
more jagged extremities, and is less like the lips of an os 
uteri. It is not improbable that it may have been a little 
torn when it was removed by the nurse from the patient. 

The Pbesident could think of no other explanation of the 
discharge of an unbroken finger-like decidua after delivery than 
bv supposiug it came from a double uterus ; and he thought it 
aunost certain the uterus must be bicornis not merely septus. 
Were it septus the unoccupied cavity would surely be larger 
than the size indicated by the decidua discharged. 

Dr. Wynn Williams stated that he had at the present time 
a patient ¥rith double uteras. She had lately miscarried, since 
when she had suffered for some weeks with severe floodings. On 
dilating the uterus with a sea taugle he discovered a double 
uterus ; the septum being at the junction of the body and the 
neck, a sound could easily be passed into both cavities. 



Db. Wynn Williams exhibited a retained placenta with 
notes of the case. 



De. Bdis showed microscopic section illustrating his case 
of malignant disease of the cervix complicating pregnancy. 
The amount of stroma was small in comparison to the cells, 
resembling the appearance met with in cases of medullary 
cancer more than that of epithelial cancer. 
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PERIMETRIC ABSCESS. 

Me. Griffith showed a specimen of perimetric abscess 
situated beliiiid the uterus and the left broad ligament^ and 
extending to the apex of Douglas's pouch. 

The rectum was displaced by it to the right, and at its 
junction with the sigmoid flexure is bent in three places at 
a right angle, causing complete obstruction. 

The cavity, which contained about two pints of turbid, 
flaky serum, was preparing for evacuation by a large 
sloughing opening into the enlarged cervix, by another in 
the posterior mUde^aac of the vagina on the left side, and 
by a third, less advanced, into the rectum. 

The disease apparently commenced three weeks before 
admission into St. Bartholomew's Hospital with unusual 
symptoms, a sudden severe haamorrhage, sacral pain, and a 
foetid watery discharge, indicating cancer, of which, however, 
there is no sign. 

The patient was 52, had passed the climacteric two years, 
and could give no cause for her illness. 



Db. Godson showed a uterus which he had removed ten 
days previously in a Porro's operation on a dwarf with 
contracted pelvis. The case would be published fully later 
on, but the specimen was brought forward now while fresh 
to show the furrows on the external surface, caused by the 
contractions of the peritoneum. They were well illustrated, 
though less deep than in the uterus recently shown by Dr. 
Walters, which Dr. Godson attributed to the action of the 
spirit in which this specimen had been kept. 

Dr. South said, in regard to Dr. Gt)d8on's case, he would ask 
if any attempt had been made to hear the placental souffle by a 
curved speciuum through the vagina, i,e, by vaginoscope ; also, 
if the stethoscope had been applied to the sacrum behind, as he 
had sometimes succeeded in hearing the placental souffle in both 
these situations when he had failed doinj[ so in the iliac or 
hypogastric regions. 
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CASE OP ADHERENT PLACENTA. 
By Dr. Wynn Williams. 

B. T — ^ ddi, 86, married eight years, motlier of four 
cliildren, admitted into the Dorset House Branch of tlie 
Samaritan Hospital, October 12th, 1882. She stated that 
she had had three miscarriages, one in January last with 
excessive haemorrhage, and another in July last, since which 
time she has not been free from offensive discharge of some 
kind or other, with severe floodings every fortnight. She 
was greatly anaemic. 

On the twelfth day of admission a large sea tangle sur- 
rounded with cotton- wool and smeared over with iodine and 
glycerine was introduced into the uterus. On the 13th this 
was removed, when a substance could be felt in the neck of 
the uterus high up. On an attempt being made to remove it 
with a vulsellum forceps a piece only was broken ofE ; the 
attempt was then made to remove it with an ordinary scraper, 
but this only tore through the mass. A large serrated 
scoop was then introduced above the mass and pressed firmly 
upon it with the two fingers of the left hand in utero; with 
a little to-and-fro movement the mass was dislodged from 
the uterus. As I anticipated, this proved to be an adherent 
organised placenta. She was syringed out with the usual 
iodine lotion. 

The following day the pulse was 102 and the temperature 
102°. She was ordered Tinct. Aconite ti\v, Liq. Ammon. 
Acet. 5ij, tertia quaque hora. The pulse and temperature 
rapidly became natural, and she had not another bad 
symptom. 

The exhibitor stated that he had had lately two other 
similar cases. 
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FIBROID TUMOURS OP THE UTERUS REMOVED 

BY ABDOMINAL SECTION. 

By Geo. Granville Bantock. 

Case 1. — ^A married woman, aat. 47, without issue. 
Patient suffered great pain, the tumour was growing rapidly, 
menses regular, free, but not so excessive as to produce 
ansemia ; pedicle Obtained by applying serre-noeud about level 
of internal os, and excluding both ovaries. On the third 
day vomiting of yellow biliary matter set in, and she died 
on the sixth day. 

• Post-mortem examination revealed acute enteritis in three 
distinct patches ; general peritoneal cavity perfectly healthy, 
the surfaces corresponding to the enteritis adhering to 
opposing surfaces by plastic lymph. Abdominal wound 
quite healed and stump progressing most satisfactorily. 
Other organs fairly healthy. No cause could be assigned 
for the enteritis except previous intemperance. Weight of 
tumour 3 lb. 

Case 2. — ^A single woman, set. 48. Menses had never 
been abundant and had quite ceased. Patient suffered very 
much from pain, and was unable to follow her occupation of 
general servant. The tumour was found covered entirely 
in front and laterally by omentum, of which the vessels 
were enormously enlarged. A very difficult operation. 
Pedicle secured by serre-noeud about level of internal os, 
with both ovaries. 

A month after operation an abscess formed in upper part 
of abdominal wound, and some time after leaving the hospital 
a sinus formed in the neighbourhood of the stump. A 
probe passed into this can now be felt in the roof of the 
vagina and apparently connected with the remains of the 
uterus. Otherwise the patient is very well. Weight of 
tumour 8 lb. 2 oz* 
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Case 3. — A single woman, set. 30, had suffered for many- 
years from excessive menstruation. On admission to the 
hospital there was profound anaemia, great cedema of lower 
extremities and abdominal wall (hypogastrium), and the 
urine contained as much as one third of albumen. The 
operation was easy, but required an incision of over twelve 
inches. Serre-noeud appUed about level of internal os, and 
both ovaries included. Within twelve hours of operation 
there was only a trace of albumen, and in three days tlie 
oedema had quite disappeared. The patient is now in 
excellent health. Weight of tumour 13J lb., a large intra- 
mural fibroid. 

Case 4. — ^A lady, set. 46, single. Severe monorrhagia 
for many years j pronoanced anemia. Serre-noead appUed 
as in preceding cases, including both ovaries ; pedicle very 
short. Is now in perfect health. Weight of tumour 3 lb. 

Case 5. — A single woman, eet. 32. Tumour for about 
twelve months, growing rapidly of late; no monorrhagia. 
A short pedicle from fundus of uterus, tumour fearfully 
vascular, peritoneum very friable ; great difficulty in pre- 
venting cutting by wire; ovaries ligatured separately; 
broad ligaments excessively vascular. Patient quite con- 
valescent. Weight of tumour 3 lb. 

All these cases demonstrated the value of the method he 
now adopted of securing the pedicle, viz. by means of 
Koeberle^s serre-noeud. He was of opinion that whatever 
might be the future of the operation of oophorectomy for the 
cure of fibroids, it could not enter into competition with that 
of hysterectomy in such cases as those here presented. In 
Case 2 a tumour, from which the omentum must have been 
torn before the ovaries could be reached, and whose surface 
afforded innumerable bleeding points could not be left. In 
Case 3 some of the most serious symptoms were the result 
of the pressure of the large mass. Indeed, there were real 
and substantial objections in each case to the minor opera- 
tion. 
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Dr. Babnes observed that the tumours exhibited by Dr. 
Bantoek were of a kind better dealt with by extirpation than by 
oophorectomy. Speaking with the reserve dictated by the 
imperfect experience yet acquired, he thought the cases 
suitable for Battey's operation wore hard fibroids in the walls 
of the uterus and projecting inwards. Tumours of a malignant 
type and myxomata were better fitted for extirpation. He 
could attest from clear observation the remarkable result of 
removing the ovaries in growing fibroids. Little more than a 
year ago he had performed this operation on account of a fibroid 
the size of the fist. A month ago he found the tumour practi- 
cally gone, the uterus being almost of normal size. Some 
distress remained whicb he attributed to adhesions disturbing 
the movements of the intestines. He thought that, although 
definite conclusions could not during the experimental stage nor 
proceeding be arrived at, enough had been done to prove that 
Battey had earned a title to the gratitude of humanity and of 
his profession as one who had invented a new and useful 
operation. 

Mr. Knowslet Thobnton said that he did not think 
hysterectomy should be performed for uterine fibroid, unless the 
safer and smaller operation of removal of the ovaries and 
uterine appendages had first been tried and failed. He had 
been opposed to this latter operation, but having tried it in 
carefully selected cases, he had been so satisfied with it that he 
had now operated ten times, and all the patients had recovered, 
and all had been greatly benefited; in most of them the 
disappearance of the tumour had been quite beyond his most 
sanguine expectations, notably in one examined after opera- 
tion by Dr. Godson, who had found an atrophic uterus within 
little more than two months of the operation. In some of the 
cases the uterus was still large, but in all great diminution had 
taken place. Had this operation been performed in the fatal 
case described by Dr. Bantoek, the poor woman's life would 
probably have been saved. He did not think it was a question 
of mere removal of the ovaries, but of a clean sweep of the 
uterine appendages with such deep ligature of the large vessels 
between the tube and ovary, that the blood supply to the uterus 
was materially checked. The operation of complete removal of 
the uterine appendages is not an easy one, and a long incision 
may be required, so that the uterus can be turned out while the 
ligatures are applied. This he had been obliged to do in 
several of his cases. The cases operated upon had been 
similar to those described by Dr. Bantoek. 

Dr. Q-ODSON fully corroborated what Mr. Thornton had 
stated, and could go even further by saying that his examination 
revealed a uterus so small that it rather conveyed the idea of 
one which had become atrophied, as after the menopause. 
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Dr. GnAMFinsYS said he should like to ask Mr. Thornton 
whether he considered the presence of a large fibroid, a rapidly 
growing fibroid, or a large rapidly growing fibroid, sufficient 
warrant for the operation of spaying, or whether he would con- 
fine the operation to cases in which life was in danger, as from 
excessive bleeding. 

In reply to Dr. Champneys, Mr. Thornton emphatically stated 
even that this operation of removal of the ovaries and uterine 
appendages should only be undertaken in cases in which life was 
tnreatened or under special conditions demanding operation. It 
is far too much the fashion to operate for fibroid without urgent 
symptoms. 



SWAN'S INCANDESCENT CARBON LAMP. 

Dr. AvELiNG exhibited a modification of Swan's incan- 
descent carbon lamp carried out by Mr. Stevenson and sold 
by Mr. Coxeter. The lamp is not mucli larger tlian an 
almond, and having a glass jacket tlie heat from it is never 
very intense. Fixed on a long stem it may be passed into 
cavities for operative or endoscopic purposes. Dr. Aveling 
thought it would be of great service to the gynaecologist, 
not only in examinations and operations of the pelvic organs, 
but also in cases of abdominal section, where light was 
required in any deep part where the daylight could not reach. 



EPITHELIOMA OF CERVIX UTERI COMPLICA- 
TING PREGNANCY ; C^SARIAN SECTION ; RE- 
COVERT OF MOTHER; CHILD LIVING. 

By Arthur W. Edis, M.D., F.R.C.P., 

ASSISTANT OBSTETBIO PHYSICIAN TO THE MIDDLESEX HOSPITAL, BTC. 

A. B — 3 aet. 29, married two years and nine months^ 
Mother of one child aged eighteen months, which she suckled 
for twelve months. 

She had no sanguineous discharge until seven months 
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after her confinement, when she considered that she came 
on unwell, the period lasting one week. It recurred again 
two months afterwards and then slightly once a month until 
the first week in June 1881. Since this time she had no 
sanguineous discharge except on coitus. 

In November she presented herself at the out-patient de- 
partment at Middlesex hospital and stated that since the 
middle of June she had suffered from a yellowish, watery, 
offensive discharge per vaginam, pinkish in colour occasion- 
ally, together with severe pain in the back, which came on 
worse in the evening, about 5 or 6 p.m., lasted the whole 
night, interfering with sleep, and disappeared gradually 
towards morning. The pain was always increased on walking, 
working, or standing at the wash tub, when she described 
it as being of a severe bearing down character. 

During the last three months she had noticed that she 
was getting thinner, with the exception of her abdomen, 
which was perceptibly increasing in size. On October 12th 
she experienced twitching in her stomach which she regarded 
as evidence of quickening. Since this she has felt foetal 
movements from time to time, and has no doubt of being 
pregnant. 

On examination the mammas were observed to be firm, 
the follicles enlarged, the areolsB dark and the surface 
mottled with blue veins. The abdomen was distended 
supra pubis, the enlarged, pregnant uterus being plainly 
felt rising to within an inch or two of the umbilicus. The 
fundus vaginsB was found to be filled with an epitheliomatous 
mass involving nearly the whole circumference of the cervix 
uteri and creeping down upon the posterior vaginal wall to 
within one inch and a half of the perineum. The cervix 
was directed somewhat forward, the lips being hard and 
nodular, bleeding less than generally witnessed in cases of 
epithelioma of the cervix uteri. 

On November 30, 1881, she was admitted to Bird Ward, 
Middlesex Hospital, under the care of Mr. Henry Morris, 
with a view to examining more thoroughly to determine the 
expediency or otherwise of the extirpation of the entire 
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uterus by the Porro-Freund operation. This was not consid- 
ered advisable^ on account of the posterior vaginal wall and 
subjacent tissues being implicated in the diseased process. 

An opiate at bedtime and a disinfectant injection 
were ordered and the patient allowed to return home 
for a time. 

On Feb. 14, 1882, the patient was readmitted under the 
care of Mr. Morris, iu order that she might be watched, and 
at the same time be ready for operative interference when 
deemed expedient. 

The disease had apparently made but little progress and 
there was a singular freedom from hsamorrhage even on 
making a most careful examination. 

On Feb. 25, 1882, the patient experienced some pains 
like labour about 9 p.m. which recurred at intervals during 
the night, in spite of opiate pills, gradually increasing in 
frequency and severity. 

On Feb. 26th she was in strong labour. Owing to some 
misunderstanding no notice of this was sent to either Mr. 
Morris or myself. ^ * 

At 1.30 p.m. the cervix Vas found to be dilated to about 
the size of a five shilling piece, about one fourth of the cir- 
cumference, anteriorly, being apparently healthy tissue. In 
place of the normal cervix, large fibroid-like nodules were 
discovered to be blocking up the pelvis preventingthe descent 
of the foetal head which was felt presenting at the brim, the 
occiput being anteriorly resting over the symphysis pubis. 

The membranes were intact, the pains recurring at inter- 
vals of a few minutes and very strong. The maternal pulse 
was 102 ; the temperature 99*3° F. 

The foetus was lying in the third position, with its back 
directed to the mother's right side, the foetal heart being 
plainly audible to the right of and a little below the 
umbiHcus, beating 144 to the minute. 

The condition of the cervix uteri being such as to preclude 
the possibility of the passage of the foetal head per viaa 
naturales, it was decided after a consultation to resort to the 
operation of cffisarian section. 
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At 2.30 p.m. all preliminary arrangements having been 
completed^ the patient was placed in a somewhat semi- 
recumbent dorsal position and chloroform administered by 
Mr. Fardon, the resident medical officer. 

At 2.43 Mr. Morris made an incision through the abdom- 
inal wall in the mesian line from about an inch above the 
symphysis pubis to midway between the umbilicus and 
xiphoid cartilage curving round the umbiHcus on the left 
side. 

At 2.50 an incision was made through the anterior wall 
of the uterus in the middle line down to the foetal membranes^ 
these were then divided, and the foetus, which was lying 
with its back pointing forwards, its head presenting at the 
pelvic brim, was then extracted^ 

The uterus contracted, the pl£K5enta being removed almost 
immediately after the. child. 

Care was taken throughout to hold the cut edges of the 
uterus in contact with the edges of the abdominal parietes 
and thus no blood was allowed to enter the peritoneal cavity. 
The incision in the uterus was then sewn up with interrupted 
fishgut sutures, and subsequently the abdominal walls were 
closed in the same way, the operation being completed just 
within the hour. 

The child, a female, weighing 6 lbs., was apparently still- 
bom and was with difficulty resuscitated after over half-an- 
hour's exertion, by the aid of artificial respiration, friction, 
galvanism, warm bath, cold affusion to the chest and nape 
of neck, etc. 

When once it had cried it continued to breathe freely and 
did perfectly well. 

It was kept warm, fed on swiss milk by means of the 
bottle, and when seen six weeks after birth was as strong 
and vigorous as any ordinary child of the same age. 

On Sep. 29, 1882, I visited the patient at her own home. 
She was able to get about and do her ordinary domestic 
duties. She had very little sanguineous discharge but was 
unable to sleep at night without resorting to opium. 

On examination per vaginam the disease was found to 
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have made but little progress, and did not bleed at all 
readily. 

The child was thriving and well, being brought up on 
cow's milk. 



TWO CASES OP LABOUR COMPLICATED WITH 
CANCER OP THE CERVIX UTERI. 

By G. E. Herman, M.B. Lond., M.R.C.P. Lend., 

P.R.C.S. Eng. 

A88ISTAKT OBSTETBIO FHYSIOIAir TO THE LONDON HOSPITAL ; FHTSIOIAK TO 

THE BOYAL HATEBNITT CHABITY ; OONSULTINO OBSTETBIO FHYSIOIAK 

TO THE TOWEB HAMLETS DISPENSABY ; EXAMINEB IN MIDWITBBT 

TO THE BOYAL OOLLEaS OF SUBGEONS OF ENOLAND ; 

HONOBABY SECBETABY TO THE SOCIETY. 

Case 1. Cancer of cervix uteri complicating labour; re- 
moval of diseased tissue with scissors and actual cautery ; 
forceps delivery ; vesico-vaginal fistula ; phlegmasia dolens ; 
death eighteen days after delivery (reported by Mr. J. 
Alexander Williams). — E. M — ^ eet. 37, was admitted into 
the London Hospital on January 3rd, 1881. She was 
brought there, in labour, from Whitechapel Workhouse 
Infirmary, on account of the difficulty in delivery which 
was apprehended. 

The history of her illness previous to labour is unfortu- 
nately not recorded. Labour pains were said to have begun 
on January 2nd, about 6 a.m., and later in the morning of 
that day the membranes ruptured. She was admitted into 
the London Hospital about 1.30 p.m. on January 3rd. 

On examination the uterus was found reaching about 
two thirds of the distance between the umbilicus and the 
ensiform cartilage. Uterine contractions were recurring 
about every ten minutes. The os was about the size of 
half-a-crown. At its anterior and left part the cervix uteri 
was changed into a hard nodulated mass ; its posterior and 
right part felt as if free from disease. On the anterior 
vaginal wall, close to the cervix, was a spot of ulceration 
about as big as a shilling. The vertex was presenting. 
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The patient did not seem much exhausted ; the pulse was 
90. She said she had not slept the night before admission, 
and therefore a dose of iT^xxx of Tr. Opii was given, after 
which she slept for an hour and a half, and on waking felt 
much refreshed. 

At 8 p.m. she was anaesthetised with ether, and the 
cervix being exposed by a duckbill speculum and retractor, 
the growth was cut away with scissors as freely as was 
thought safe, and Paquelin's cautery was applied to the cut 
surface to check haemorrhage and still further destroy the 
diseased tissue. By this proceeding the os uteri was 
enlarged until it easily admitted four fingers. The forceps 
was then applied, and the child delivered without much 
difficulty. It was in a state of suspended animation when 
bom, but was revived by artificial respiration, and did 
well. Good contraction of the uterus followed the birth of 
the child, and the placenta was expelled in a few minutes. 
Slight haemorrhage still continuing after this, a plug of 
ferridised cotton wool was pushed up to the cervix and left 
there. This was removed on the following day. The pulse 
after delivery was 108. 

It seems to me unnecessary to describe in detaU the subse- 
quent course of the case. The main facts will be sufficient, 
the particular symptoms having nothing peculiar about them. 
The patient did well for the first two days, except that 
she had a troublesome cough. On January 5th the morn- 
ing temperature was 105'6°, the evening 103'2°. Prom 
this time to the end the temperature continued high, 
averaging about 102, occasionally sinking to normal, once 
rising to 104'6°. The pyrexia was preceded by a rigor, 
and accompanied with some flatulent distension of the 
abdomen, slight pain in that region, and foetor of the dis- 
charges, but no other special symptoms. She suckled the 
child, but the milk soon became scanty. On January 7th 
the patient noticed that when she coughed the urine escaped 
involuntarily. The discharge was ammoniacal in odour. 
On January 13th the parts were carefully examined, and a 
vesico-vaginal fistula discovered. On January 17th the 
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patient's appearance changed mucli for the worse, and she 
began to vomit. On the following day there was oedema of 
the right leg below the knee, but no pain. On January 
20th the swelling had increased, and the femoral vein on 
that side was hard, knotted, and tender. On January 21st 
she died. 

The autopsy showed malignant disease of the cervix 
spreading up into the body of the uterus. An examination 
of the other organs was not permitted. 

Vaginal injections of carbolic acid were used throughout. 
The treatment beside this consisted in supporting her 
strength, and reUeving pain and other symptoms as they 
arose. 

In considering this case, the question arises whether, had 
the patient been delivered in a difEerent way, the unfavour- 
able complications which occurred during the lying-in period 
would have presented themselves. The fistula may have 
been caused (1) by pressure of the head. This I do not 
think was the case, because, at the time when interference 
to effect delivery was begun, the head was not low enough 
to press on the part at which the opening subsequently was 
formed. Moreover, the usual time at which sloughs from 
pressure separate, is about the eleventh day.* (2) Prom the 
action of the cautery, and (3) from the advance of the 
cancer. The fistula was situated at the spot at which 
ulceration was noticed before anything had been done, and 
therefore, although it is possible that the destructive process 
was aided by the cautery, I yet think that a fistulous opening 
would have been formed had the cautery not been applied. 
That phlebitis and oedema of the lower limbs is a frequent 
result of uterine cancer, independenUy of pregnancy and 
labour, is a fact which I need not do more that mention. 

Case 2. Labour complicated with cancer of the cervtxuteri; 
removal of diseased tissue obstructing delivery ; forceps ; good 
recovery from childbed, — On June 10th, 1882, I was called 
to Mrs. S. V. L — ^ a patient of the Royal Maternity Charity, 

* Vide Emmet, ' Principles and Practice of GynsBCology/ Ist ed., p. 664. 
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and resident in Hackney. The history given was the fol- 
lowing: — She was aged forty-five, and had had eleven 
children. Until two years ago she was quite well. Since 
that time she had suffered from loss of appetite, had been 
losing flesh, and had, on and off^ noticed a vaginal discharge, 
which during the last twelve months had smelt badly. For 
the last four months she had suffered from ^^ floodings.'' 
During the earlier months of her pregnancy, there was the 
usual amenorrhoea of that condition. Before the floodings 
began she had not had much pain, but after that time the 
pain became bad enough to keep her awake at night. There 
had been no bladder or rectal troubles. For five or six 
weeks she had suffered from labour-like pains. 

The actual pains of labour were stated to have begun at 
2 a.m. on June 10th, at which time the membranes ruptured. 
Later in the day the midwife arrived, and she, finding the 
condition of the cervix unnatural, sent for the assistance of 
Dr. Ambrose Kibbler, one of the district surgeons to the 
Charity. Dr. Kibbler saw the patient about 3 p.m. The 
OS was then about the size of a florin, and for some time no 
expansion took place. About 6 p.m. the pains became 
vigorous and the os began to dilate further. The patient 
was about this time seen, with Dr. Kibbler, by Mr. Roland 
Smith, another of the Charity's district surgeons, and in 
the subsequent management of the case I had the advantage 
of the co-operation of both these gentlemen. 

I saw the patient about 9 p.m. The os was then about 
the size of a crown-piece. Growing from the left and poste- 
rior part of the cervix was a tumour about the size of a 
goose's egg. The cervix all round felt thickened and 
rugged, excepting about an inch of its circumference on the 
left side, which felt healthy. The wire of an ordinary 
ecraseur was put round the tumour, which was thus cut 
through and the greater part of its bulk removed, without 
more than trifling haemorrhage. The hand was then intro- 
duced into the vagina, and it being found that the new 
growth of the cervix was soft in texture, it was broken down 
and pulled away with the fingers and thumb, scissors being 
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nsed to divide such bits of tissue as were too tough to be 
torn through. Bits of cancerous tissue forming", it was 
thought, in all, a bulk as large as the tumour, were thus 
removed without haemorrhage of consequence. The forceps 
was then appUed and the child delivered without difficnlty. 
It was dead, but not decomposing. The cord was about 
three times its natural thickness. The placenta came away 
naturally, without great haBmorrhage ; it presented no appre- 
ciable abnormahty. The patient, so far as the lying-in was 
concerned, recovered well. 

I saw her on November 20th, and again on December 
3rd, that is, nearly six months after the labour. She was 
very anaamic and said she had lost four stones in weight, 
but, having formerly been very stout, she did not present 
any appearance of emaciation. She complained of pain, 
which for three weeks after delivery was much less than it 
had been previously, of offensive discharge, and of irregular 
haemorrhages, but the losses of blood had been less copious 
since than before the confinement. She stated that she was 
now an out-patient at the Samaritan Hospital, under the care 
of Dr. Percy Boulton. 

I have thought these cases worth bringing before the 
Society as a contribution to the history of this grave com- 
plication of labour. 

The second case appears to me the more instructive of the 
two. It illustrates two points, which I think are important 
ones, in the management of this condition. First, that diffi- 
culty in delivery does not depend so much upon the extent 
or size of the growth as upon its consistence. Even though I 

the greater part or the whole of the circumference of the os 
be diseased, yet, if the cancer be soft in texture, it will not 
offer much hindrance to deUvery. The second point is that 
masses of cancer may be removed during labour without any 
ill consequence following. In a paper ^' On the Treatment 
of Pregnancy complicated with Cancerous Disease of the 
Genital Canal,*' published in vol. xx of the ' Transactions ' 
of this Society, I have quoted three cases (all I could find) 
in which this was done. In two of them the growth was 
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simply cut away with scissors, no more than trifling heamor- 
rhage resulting, and in both of them the patient did well so 
far as the lying-in went. In one case, as in my first case, 
the cautery was used, but the result in neither was good. 
Much caution is needed in drawing any conclusion from 
three cases, but I think we may go as far as this, that 
to cut away cancerous disease of the cervix during labour, 
is not very dangerous, and if we are provided with the 
means of checking haemorrhage, it may be said to be safe : 
and it is obvious that if this be done the obstruction to 
delivery will be materially diminished. I am also inclined 
to think, influenced largely by the second case, that, as 
surgeons have pointed out with reference to the removal of 
cancer elsewhere situated, masses of diseased tissue may 
often be torn away with great ease, and with less risk than 
attends the use of cutting instruments. I would therefore 
submit that, in the management of labour obstructed by 
cancerous disease, the first alternative to be considered 
should be whether it is not possible to break down and tear 
or cut away the masses of diseased tissue which oppose the 
passage of the child. 

Dr. Bate had had under care a case which Dr. Palfrey had 
seen at the fourth month of pregnancy and had diagnofied cancer 
of the cervix. The os was nodulated and just beginning to split 
up. She went her time, and was safely delivered after a short 
and easy labour. Three days after she had a rigor, followed by 
symptoms of metritis, and afterwards purulent deposits in the 
joints, diphtheria, and death thirty days after delivery. Here 
was a case in which no operative interference was necessary, and 
yet the patient died from blood-poisoning, following a natural 
labour, in his (Dr. Bate's) opinion due to the diseased condition 
of the uterine tissues. 

Dr. C%AMPK£TS called attention to the change from the third 
to the second position, the fcetus lying when first observed with 
its back somewhat backward, and when excised, somewhat 
forward. This is probably the usual course in cases eventually 
born in the second position, and may have been due in this case 
to some descent of the head. 

Dr. Galabik asked Dr. Edis whether the sutures were placed 
through the whole thickness of the uterine wall, and whether 
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any difficulty was foand in bringing the peritoneal edges of the 
uterine wound into close apposition ; also whether it would have 
been possible in this case to bring the fundus outside, and 
amputate it by Porro's method. He had himself succeeded in 
delivering through the natural passages in four cases in which 
cancer involved the whole circuit of the cervix, and was therefore 
rather more extensive than in those now recorded by Dr. Herman, 
but two of the mothers died from septicaemia. In only one case 
was there any great difficulty about the operation itself. In this, 
delivery by craniotomy occupied more than two hours, and a 
large vesico-vaginal fistula was formed soon after, but the patient 
survived. In the second case a living foetus was delivered bj 
version, the somewhat soft cancer being torn through in the pro- 
cess, and the patient recovered. In the third, the cervix was 
dilated by Barnes' bags, and the operation of craniotomy proved 
not very difficult, but the mother died from septicsemia. In the 
fourth, the cervix was slit up, and removed in portions by the 
galvanic ecraseur. The child descended through the utorine 
contractions so rapidly that its scalp was much burnt, but it did 
well. The mother died from septicaemia, and at the autopsy 
only a very small remnant of the cancer, about one-eighth of an 
inch in depth, was found remaining. 

Mr. C. E. Jennikgs. — Rupture of the bladder during parturi- 
tion is by no means so rare an accident as one at first sight would 
suppose. I would ask Dr. Herman whether, in his first case, 
a catheter was passed prior to the application of the forceps ? 
Not long ago I witnessed a case of cephalotripsy where rupture 
of the bladder occurred, and where there was little doubt that 
the accident was due to the neglect of this simple precaution. 

Dr. Fangoubt Babnes had been present at the operation by 
Mr. Henry Morris. In those cases where a choice of operation 
had to be made, regard should be had to the extent to which the 
cervix was involved by the cancerous growth. The operation of 
Caesarian section in itself was a simple one, and afforded a 
chance of probable recovery to the mother and almost certain 
safety to the child. In some cases of cancerous disease of the 
cervix uteri it was necessary to resort, when delivery was 
effected per vias naturales, to craniotomy, and in these cases the 
child of course was always destroyed, and very frequently the 
mother succumbed as well from injury, laceration, or septicibmia. 
Another point was that in Caesarean section the tissues divided 
were healthy and healed more readily, whereas by delivery by 
the vagina, diseased tissues had to be cut or torn, and a starting 
point for blood-poisoning created. 

Dr. Edis, in reply, said the sutures in the uterus were 
ordinary interrupted ones of silkworm gut, the end not being 
turned into the vagina. The patient suffered much from after 
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pains, and it was a question how far these were due to the 
presence of stitches in the uterine wall. Porro's operation had 
been thought of, but the malignant disease having involved such 
a large extent of the cervix and having also crept down on the 
posterior wall of the vagina, it was not considered advisable. 

Dr. Hermak said that in his first case a catheter had been 
passed before the forceps were applied. He had not seen the 
second patient after delivery until six months had gone by, and 
therefore could not say what was the condition of the cervix 
uteri as to fissures formed during delivery. 

Dr. Ghampnets suggested that the fistula may have resulted 
not from injury due to the cautery, but from injury inevitably 
done by the head to diseased tissue, the early separation of the 
slough rather supported this. The presence of healthy tissue at 
the sides of the cervix may perhaps be more important than in 
front, seeing that lacerations commonly occur at the sides and 
especially the left side. In the second case the healthy tissue 
was on the left, in the first case in front. He did not gather 
the condition of the cervix after delivery. Cases of this kind are 
specially interesting when related by Dr. Herman, whose 
excellent paper in a former volume of the ' Transactions ' gives 
him the right to speak as an expert on the subject of labour 
complicated with cancer of the cervix. 
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— — perimetric abscess (shown) . . • , 299 

-^--^ Remarks in discussion on F. H. Champneys' paper on the ob- 
liquely-contracted pelvis of a child with left sacro-iliac synostosis 210 

Hayes (T. C.) Remarks in discussion on John Williams's paper on the 

natural history of dysmenorrhoja .... 152 
Herman (G. E.) uterine fibroid (shown) . . .52 

-' on the relation between backward displacements of the uterus 

and painful menstruation ... ^ \q\ 

Remarks in reply .... , 135 

— — hypertrophy of the placenta (shown) . . .189 

two cases of labour complicated with cancer of the cervix uteri 308 

Remarks in reply . . . , , 315 

in discussion on W. S. Flayfair's paper on trach61o-raph6 

or Emmet's operation . . . . .64 

i-^-.^^ in discussion on J. G. Swayne's new form of stem pessarj 225 
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Herman (G. E.), Report as Hon. Librarian for 1881 

Hermaphrodite, genito-urinary organs of a (J. Chalmers) . 

Hermaphroditism, spurious (Fancourt Barnes) . 

Hewitt (Graily) Remarks in discussion on A. L. Galabin's case of 
retention of menstrual fluid in one half of a double uterus 

7 in discussion on John WiUiams's paper on the natural his- 
tory of dysmenorrhoea ..... 

Hicks (J. Braxton) Remarks in discussion on C. Godson's paper on 
the treatment of spasmodic dysmenorrhoea and sterility by dilata- 
tion . ..... 

Hsemorrhage, on the treatment of post partum, by hypodermic injec- 
tion of ergotinine (C. Ghahbazian) 

Hymen, imperforate, case of so called (Matthews Duncan) 

Hypertrophy of the placenta (G. E. Herman) . 
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28 
239 
188 

26 

131 



8- 



286 
212 
189 



Jennings (C. E.) new cephalotribe (shown) . . . 238 

Remarks in discussion on A. W. Edis's and G. E. Herman's cases 

of cancer of the cervix uteri complicating labour . .314 

Kingsford, Charles D., M.D., of Clapton, obituary notice of • 37 

Kyphotic pehis, description of, with remarks on Breisky's description 

(F. H. Champneys) . • . . .243 



Labour, see Parturition, 

Laceration of cervix uteri, histological results of (A. L. Galabin) 
Lamp, modification of Swan's incandescent carbon (J. H. Aveling) 
Ust of Officers elected for 1882 

qf ditto for ISSZ 

of past "Presidents 

^ qf Referees of Papers for 1883 

— — qf Standing Committees 
-*— of Honorary Local Secretaries 

« of Honor arif Fellows . 

of Corresponding Fellows 

of Ordinary Fellows . 

of Deceased Fellows [with obituary notices, which see] 



. 53 
. 304 
. 31 

. V 

. vi 

• • 

. vu 

• •• • 

VIU, IX 
. X 

xi, xii 

• • • 

. XIU 

« xiv 
36.43 



McClintock, Alfred H., M.D., of Dublin, obituary notice of 
Malformation, festal monstrosity (C. H. F. Bouth) 

(Maitland Coffin) • 

— spurious hermaphroditism (Fancourt Barnes) « 



38 

7S 

98 

183 
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Malformation, case of, in a child with obliquelj-contracted pelvis with 

left sacro-iliao synostosis (F. H. Gharopnejs) 
— — - genito-urinary organs of a hermaphrodite (J. Chalmers) 
Malignant disease, see Cancer, 
Maijns (Edward) Remarks in discussion on A. L. Ghdabin's case of 

retention of menstrual fluid in one half of a double uterus 
Menstrual fluid, retention of, in one half of a double uterus (A. L. 

Qalabin) ..... 
Menstruation, just before, uterus with microscopic sections (W. S. A. 

Griffith) ..... 
^^ painful, on the relation between backward displacements of the 

uterus and (G. E. Herman) ... 
Meredith (W. A.) fibroid tumour of the uterus (shown) 
Missed abortion (Campbell Pope) ... 
Murray (G C. P.) see Champneys. 
— — Bewuirh in discussion on C. Godson's paper on the treatment 

of spasmodic dysmenorrhoea and sterility by dilatation 
— in discussion on W. 8. Playfair's paper on trach^lo-raph^ 

or Emmet's operation .... 
Myxomatous growth of the peritoneum with dermoid cyst of the 

ovary (John Williams) 



FAQB 

191 
239 



87 

81 

139 

161 

79 

139 

15 

68 
93 



Naegele, remarks on the pelvis of (F. H. Champneys) 



191 



Obituary notices of deceased Fellows, 






Musgrave, Reginald V ., 




Coote, Michael, M.D., Ashby-de- 




P. & 0. Steamship 




la-Zouch .... 


37 


Company 


36 


Roberts, Robert Price, Bhyl 


37 


White, Edward, M.D., 




Foxon, Foxon, Brompton Road . 


87 


Birmingham . 


36 


Simpson, Geo. Alex. Malcolm, 




Baker, John C, M.D., 




M.D., Highgate . 


87 


Liverpool 


36 


McClintock, Alfred H., M.D., 




Symonds, Frederick, 




Dublin 


88 


F.R.C.S., Oxford . 


36 


Radford, Thomas, M.D., Man- 




Kingsford, Charles D., 




chester ..... 


40 


M.D., Clapton . 


37 


Spiegelberg, Otto, M.D., Brea- 




Bateman, H., F.R.C.S., 




Ian . • • • . 


42 


Tnlington 


37 


VVilRon, James George, M.D., 




Beck, Joseph R., M.D., 




Glasgow .... 


44 


Indiana . 


37 






Oophorectomy, ovaries and Fallopian 1 


tubes, removed by (J. Knowsley 




Thornton) « . 




• • , 


137 
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Oswald (J. W. J.) see BouiL 

OuTHWAiTE (W.) placenta of a double ovum (shown) . . 3 

Ovarian dermoid tumour (J. Knowsley Thornton) , . 79 

— cyst, twisting of pedicle in an incipient (A. Doran) , 133 

tumour (John WiUiaqis) . . .. .77 

Ovaries and Fallopian tubes removed^ by oophorectomy (J. Knowsley 

Thornton) . . . . . .137 

Ovary, dermoid cyst of, with myxomatous growth of the peritoneum 

(John Williams) . . . .93 

fibroid tumour of the right (C. H. Carter) . , . 139 

Ovum, double, placenta of (W. Outhwaite) , . .3 



Parturition, see Placenta,- 

on the treatment of post-partum hoemorrhage by hypodermic 

injection of ergotinine (C. Chahbazian) 
two cases of, complicated with cancer of the cervix uteri (G. E. 

Herman) ,. ^ • . • . 
uterus torn out after delivery in an attempt to remove a retained 

placenta (J.. Hopkins Walters) .. . . , 

Pedicle, twisting of, in an incipient dermoid ovarian cyst (A. Doran) 
Pelvis, on the obliquely contracted, of a child with left sacro-iliac 

synostosis, together with remarks on the pelvis of Naegele (F. 

H. Champneys) . . . . . 

see Naegele, 

Kyphotic, description of, with remarks on Breisky's description 

(F. H. Champneys) . 
Perimetric abscess (W. S. A. Griffith) 
Peritoneum, myxomatous growth of, in a case of dermoid 

ovary (John Williams) 
Pessary, stem, on a new form of (J. G. Swayne) 
Placenta, adherent (Wynn Williams) . 
calcareous degeneration of (F. H. Champneys) 

— of a double ovum (W. Outhwaite) 

hypertrophy of the (G. E. Herman) 

removal of fcetus and, by antiseptic abdominal section, in a case 

of extra-uterine fcetation (J. Knowsley Thornton) 

— tumour of (A. L. Galabin) 
Platfaib (W. S.) notes on trach6io-raph6 or Emmet's operation 

Betnarks in reply 

Pope (Campbell) missed abortion (shown) 
PoFQW (W. A) on the corpus luteum . 
Porro's operation^ uterus shown (C Gk)dson) 



cyst of the 
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136 
133 

246 



242 

299 

93 
220 
300 
190 
3 
189 

81 
241 
54 
72 
139 
100 
299 
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PAGB 

Pregnancy complicated by epithelioma of the cer?ix ; CsBsarian section ; 

recovery of mother ; child living (A.. W. Edis) • . 304 

— malignant disease of cervix complicating (A. W. Edis) . 298 
case of extra-uterine, removed by abdominal section (J. Kaowslej 

Thornton) . . . . . 51. 81 
gestation (F. BL Daly) ... . 165 

— interstitial or tubo-ut-erine gestation (A. Doran) . . 227 

missed abortion (Campbell Pope) . . . 139 

Pbiestley (Wm. 0.) Remarks in discussion on C. (jk>dson's paper 

on the treatment of spasmodic dysmenorrhcea and sterility bj 
dilatation . . . . • .11 

in discussion on W. S. Playfair's paper on trach61o-raph6« or 

Emmet's operation . . • . .64 

Puerperal diabetes (Matthews Duncan) • . . 256 

Kadford, Thomas, M.D., of Manchester, obituary notice of . 40 

Receipts and Expenditure of the Soeieiif . • .29 

Report {audited) of the Treasurer for 1881 . . . 28-9 

of the Hon Librarian for ISSl . . • .28 

of the Board for the Examination ofMidwives , . 30 

Roberts (J. G.) see Gatabin. 

Rogers (W. R.) Remarks in discussion on C. Godson's paper on 
the treatment of spasmodic dysmenorrhcea and sterility bj dila- 
tation ..... .6 

in discussion on J. £. Thornton's case of extra-nterine foetation 

removed by abdominal section . • • .88 

in discussion on John Williams's paper on the natural his- 
tory of dysmenorrhoea . • • • . 151 

— in discussion on Matthews Duncan's paper on a case of 

so-called imperforate hymen ... , 2ig 

in discussion on J. G. Swayne's new form of stem pessary 224 



RouTH (C. H. E.) for James W, J. Oswald, festal monstrosity (shown) 75 

Remarks in discussion on W. A. Meredith's specimen of fibroid 

tumour of the uterus . . . • •79 

— in discussion on J. £. Thornton's case of extra-uterine 

foetation removed by abdominal section . • .87 

in discussion on John Williams's paper on the natural his- 
tory of dysmenorrhoea . . . • . 142 

in discussion on E. H. Daly's case of extra-uterine gesta- 
tion . • . • • , 157 

on C. Godson's specimen of uterus removed in a Porro's 

operation • • • f « . 299 
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Savage (Henry) Bemarka in discosdion on C. Godson's paper on the 

treatment of spasmodic dysmenorrhoea and sterility by dilatation 10 

— in discussion on W. S. Playfair's paper on tracli61o-raph6, 

or Emmet's operation . . . . ,63 

on G. G. Bantock's cases of fibroid tumour removed by 

abdominal section . . . . .92 

in discussion on John Williams's paper on the natural his- 
tory of dysmenorrhoea • • . . • 128 
Septum^ case of transverse, in. the vagina (H. Gervis) . . 210 
Simpson, George Alex. Malcolm, M.D., of Highgate, obituary notice 

of . . . . . .37 

Smith (Heywood) Remarks in discussion on W. S. Playfair's paper 

on trachelo-raph6, or Emmet's operation . . .68 
^— on J, Knowsley Thornton's specimen of ovaries and Fallo- 
pian tnbes removed by oophorectomy . • . 138 
in discussion on John Williams's paper on the natural his- 
tory of dysmenorrhoea .... 146 

— in discussion on G. E. Herman's paper on the relation 

between backward displacements of the nterus and painful men- 
struation • . . . . . 183 

— in discussion on J. G. Swayne's new form of stem pessary 224 

Smith (Richard T.) Remarks in discussion on John Williams's paper 

on the natural history of dysmenorrhoea . • . 149 

Spiegelberg, Otto, M.D., of Breslan, obituary notice of . • ^2 

Sponges, in the vagina, means of keeping aseptic (Matthews Duncan) 5 
Sterility, adjourned discussion on C. Godson's paper on the treatment 

of spasmodic dysmenorrhoea and, by dilatation . • 6 

Swan's incandescent carbon lamp, modification of (J. H. Aigeling) . 304 
SwAYNE (J. G.) on a new form of stem pessary (shown) . . 220 

— — Remarks in reply ! • . . . 225 

— — on Fancourt Barnes's case of spurious hermaphroditism . 189 

Symonds, Frederick, F.E.G.S., of Oxford, obituary notice of . 36 

Synostosis, left sacro-iliac, in a case of obliquely-contracted pelvis of 
a child, with remarks on the pelvis of Naegele (F. H. Ghampneys) 191 

Tait (Lawson) removal of the uterine appendages, specimens 

(shown) ...... 157 

-—' Remarks in discussion on F. H. Daly's case of extra-uterine 

gestation . . . . . .156 

Thobnton (J. Knowsley) case of extra-uterine foetation removed by 

abdominal section • . • • c 41 

- — dermoid ovarian tumour (shown) . . .79 
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Thobvtov (J. Knowsley) case of extrapnterine fcBtation treated bj 

antiseptic abdominal section, witli remoTalof fcetus and placenta 

reooTcry • • • • • 

Rewuirhi in reply . • • • 

oVaries and Fallopian tubes remoTod by oophoreotomy (sbown) 

Rewuirh in discussion on W. 8. Flayfidr's paper on trachdlo 

raph6, or Emmet's operation 
in discussion on W. A. Meredith's specimen of fibroid 

tumour of the uterus . • • • 

— in discussion on G. G. Bantook's specimena of fibroid 

tumour of the uterus .... 
Traclielo-raph6, notes on, or Emmet's operation (W. 8. Playfair) 
Tubo-uterine gestation, see Fatation and PregnoMCjf, 
Tumour, dermoid cyst of the ovary, with myxomatous growth of the 

peritoneum (John Williams) ... 

fibroid, of the uterus (A. L. Galabin) 

of the uterus (G. G. Bantock) 

of the uterus (W. A. Meredith) 

— removed by abdominal section (G. G. Bantock) 

of the uterus, removed by abdominal section (G. G. 

Bantock) ..... 

of the right ovary (C. H. Garter) 

fibrous, of the uterus (G. H. Garter) 

— ovarian (John William's) . • • 
— dermoid (J. Knowsley Thornton) 

— of the placenta (A. L. Galabin) . . • 
twisting of pedicle in an incipient dermoid ovarian cjat (A. 



Doran) 

— uterine (C. H. Carter) ... 

— fibroid (G. E. Herman) ... 

« 

Umbilical cord, piece of, presenting close to the navel a narrowing 

and twisting (J. Chalmers) ... 

Uterine appendages, removal of (Lawson Tait) • 

tumours, see Uterus, tumours of. 

Uterus, with microscopic sections just before menstruation ( W. S. A. 

Griffith) ..... 
double, retention of menstrual fluid in one half of (A. L. 

Galabin) ..'...' 
— — on the relation between backward displacements of the, and 

painful menstruation (G. E. Herman) 
— — removed in a Forro's operation (C. Godson) 

— torn out after delivery (J. Hopkms Walters) . , 
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137 

71 

79 

303 
54 
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79 
91 

301 

139 

2 

11 

79 

241 

133 

161 

52 

240 
157 



138 

21 

161 
299 
136 
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Uterus, tamour of (G. H. Carter) .... 161 

— fibroid tumour of (A. L. Galabin) . . .4 

tumour of (G. G, Ban took) . . . 47 

tumour of (G. E. Herman) . . ,52 

tumour of (W. A. Meredith) . . .79 

— — tumour of, removed by abdominal section (G. G. Bantock) 91 

— tumours of, removed by abdominal section (G. G. Bantock) 301 

— fibrous tumour of (C. H. Carter) . . .2 

fleshy substance discharged from (W. F. Cleveland) . . 297 

interstitial or tubo-uterine gestation (A. Doran) . .227 

— — - cervix uteri, cancer of, in two cases complicating labour (G. E. 

Herman) ...... SOS 

epitheL'oma of, complicating pregnancy ; Csesarian section ; 

recovery of mother ; child living (A. W. Edis) ^ . 304 

^— - — ' histological results of laceration of (A. L. Galabin) . 53 

«^-^ malignant disease of, complicating pregnancy (A. W. 

Edis) . . . . . 298, 304 
notes on trach61o-raph6 or Emmet's operation (W. S. 



Flayfair) . . . . • .54 

^— cervical canal, adjourned discussion on C. Godson*s paper on the 
dilatation of, in the treatment of spasmodic dysmenorrhoea and 
sterility . . . . . .6 

Vagina, doubtful case of double (A. L. Galabin) . • .20 
case of transverse septum in the (H. Gervis) . .210 

— means of keeping sponges aseptic in (Matthews Duncan) . 5 

Walteks (J. Hopkins) uterus torn out after delivery in an attempt 

to remove a retained placenta (shown) . . . 136 

Remarks in discussion on John Williams's paper on the natural 

history of dysmenorrhoea .... 150 

Williams (John) ovarian tumour (shown) . . .17 

— dermoid cyst of the ovary ; myxomatous growth of the peri- 
toneum (shown) . . . . .93 

— on the natural history of dysmenorrhoea . . . 103 

— adjourned discussion on the natural history of dysmenorrhoea . 141 
-^— Remarks in reply ..... 153 
— in discussion on Matthews Duncan's paper on puerperal 

diabetes ...... 284 

Williams (Wynn) adherent placenta (shown) . . . 300 

— Remarks in discussion on C. Godson's paper on the treatment 

of spasmodic dysmenorrhoea and sterility by dilatation , 8 
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PAfil 

WiLLiAMfi (WjBs) Bemarki in discussion on A« L. Galahin's case of 

retention of menstrnal fluid in one half of a double ntems 
_ _ in discussion on W. S. Flayfair's paper on trach6Io-raph^« 

or Emmet's operation .... 
— in discussion on John Williams's paper on the natural 

history of djsmenorrhoea • • • • 

— on W. F. Cleveland's specimen of fleshy substance dis- 

charged from uterus • . . . 

Wilson, James George, M.D., of Glasgow, obituary notice of 
WiLTSHiBE (Alfred) Emarkt in discussion on F. H. Daly's case of 

extra-uterine gestation • • • 
— in discussion on C. Chahbazian's paper on the treatment 

of post-partum hiemorrhage by hypodermic injection of ergo- 

tinine • • • • • . . 



OBSTETRICAL SOCIETY. 



ADDITIONS TO THE LIBRARY 

BY DONATION OR PaBCHASE DURING THE YEAIt 1882. 

Presented hy 
Ahlfeld (Friedrich). Die Mlssbildungen des Men- 
scben ; eine sjstematisclie Darstellung der beim 
Menscben angeboren ydrkommenden Missbil- 
duDgen imd Erklarung ibrer Enstebungsweise. 

8yo. and Atlas, 4to. Leipzig, 1882 Furcbased. 

II. Abschnitt. — Spaltbildung ; Anhang: Perverse 

Bildung der Genitalien, Hydro- 
cephalies Mikrocephalie, Cyklo- 
pie. 

II. Lieferung.— Atlas, Tafel XXIV— XLIX. 

Amajshs (Josepb). XJeber den Einfluss der Weiblicben 
G^scblecbtskrankbeiten auf das Neryensystem, 
mit besonderer Beriicksicbtigung des Wesens und 
der Erscbeinungen der Hystorie. 

8vo. ErlangeD, 1874 Ditto. 
^— Klinik der "Wochenbettkrankbeiten. 

8vo. Stuttgart, 1876 Ditto. 
Ayelikg (J. H.). Tbe Cbamberlens and tbe midwifery 
forceps ; Memorials of tbe family, and an Essay 
on tbe invention of tbe instrument. 

woodcuts, 8vo. Lond. 1882 Tbe Autbor. 

Bab (Paul). Rechercbes pour serrir k Tbistoire de 
THydramnios (Fatbog^nie). 

i?fa^M, 8vo. Paris, 1881 Dr. Budin. 
Babboub (A. H.). See Sart. 

Bbckwith (E. E.). Tbomas's Operation, '^Laparo- 
Elytrotomy." (Ext. Proceedings Connecticut 
Med. Soc, 1882.) 8vo. 1882 Autbor. 

Bebgmasui (Ernst yon). Lympbdriisen. Gerhardt, 
Kinderkrankbeiten. 

Band VI, Abtbeilung 1, 1882 
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332 ADDITIONS TO THE LIBRARY. 

I^reseni 

Billroth (Th.). Handbuch der Frauenkrankheiten. 

woodcuts, 8vo. Stuttgart, 1878-82 Purchai 

Abschnitt 2. — Sterilitilt, Entwickelangsfehler ond 

Entziindungen des Uterus. C. 
Mayrhofer, 1878—62. 

BoRDAS (Elie). Contribution k I'^tude diagnostique da 
si^ge des h^morrhagies du Col, du Yagin et de 
la Vulve 86 produisant pendant raccouchement. 
Th^se. 8vo. Parifl, 1880 Dr. Buc 

Bosch (Vanden). Forceps-c^phalotribe. 

Byo. Bruzelles Author 

BuDnr (P.). Obst^trique recherches cliniques. 

8vo. Paris, 1881 Ditto. 

■ Sur une disposition particuliere des oeufs dans 

la grossesse g^mellaire (' Bevue Internat. des 
Sc. Biologiques'). plate, Bvo. Paris, 1882 Ditto. 

BuLELET (L. Duncan). The Malignity of Syphilis, with 
an analysis of 450 cases of the disease (' Trans. 
Med. Soc. of the State of New York.*) 

Bvo. New York, 1882 Ditto. 

Catalogue of Books added to the Badcliffe Library Dr. H. "V 
during 1881. 4to. Oxford, 1882 Acland. 

Chadwick (James B.). Obstetric and G-ynsBcological 
Literature, 1876 — 1880. Address on Obstetrics 
and Diseases of Women. 8vo. Cambridge, 1881 Author 

CHAHBAZLA.K (C). Dcs Pibromcs du col de TUt^rus 
au point de vue de la grossesse et de Taccouche- 
ment. 8vo. Paris, 1882 Ditto. 

Chantreuil (&.)• S®® Tamier et Chantreuil. (I'Art 
des Accouchements.) 

Charpentier (A.). Traite pratique des Accouchements, 

Tome I. plate, woodcuts^ la. 8yo. Paris, 1882 Purchase 

De Presnay (L. Hamon). La Dystocie Simplifide. 
Quide pratique de Thomme de Tart dans lea 
Accouchements difficiles et dangereux. 

8vo. Liege, 1878 Ditto. 

Delassus (Agile). Etude sur THydropisie de T Am- 
nios. These. 8vo. Lille, 1881 Dr. Budi 

Demmb (B.). Anaesthetica. Oerhardt, Kinderkrank* 
heiten. Band VI, Abtheilung 1, 1882. 
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Presented hy 
Dictionnaire Encyclopedique des Sciences Medicales; 

directear, A. Dechambre. Purchased. 

Ire Serie, Tom. XXVI, 2me partie, XXVII, XXVIII, 

le partie. 
2me „ „ XVII, XVIII, le partie. 
3me „ „ XI, le partie. 
4me „ „ VIII, 2e partie, IX, le partie. 

DoBELL (Horace). On Diet and Eegimen in Sickness 
and Health, and on the independence and pre- 
vention of diseases and the diminution of their 
fatality. Seventh edition. 8vo. Lond. 1882 Author. 

DoL^Bis (J. Amed^e). Le Eievre puerperale et les 
Organismes inf^rieurs, pathogenic et th^rapeu- 
tique des accidents infectieux des suites de 
couches. 8vo. Paris, 1880 Ditto. 

DoBAK (Alban). Proliferating Cysts in the Ovary of a 
seven months' Pcetus. (From * Trans. Path. Soc.,' 
Lond., 1881.) plate, 8vo. Lond. 1882 Ditto. 

DuNGLisON (E.). A Dictionary of Medical Science. A 
new edition, enlarged and thoroughly revised by 
Eichard J. Dunglison. la. 8vo. Lond. 1876 Purchased. 

Edis (Arthur "W.) Diseases of "Women, including their 
pathology, causation, symptoms, diagnosis and 
treatment. A manual for students and practi- 
tioners. Second edition. 

woodcuts, 8vo. Lond. 1882 Author. 

FoKSSAGBiVES (J. — B.). Le^ons d'Hygi^ne infantile. 

8vo. Paris, 1882 Purchased. 

Gaston (J. M. P.)« ^^e of the Ecraseur for curing 
deep-seated Eistula in Ano (' Amer. Jl. Med. Sc.,' 
July, 1881). Svo. Author. 

Gehle (H.). Ueber die primare Tuberculose der 

"Weiblichen Genitalien. 8vo. Heidelberg, 1881 Purchased. 

Gebhabdt (C). Handbuch der Kinderkrankheiten. 

woodcuts, Svo. Tubingen, 1879-82 Ditto. 

Band VI. Erste Abtheilung. 
Chirurffisehen Erkrankunffen, 

Allgemeines fiber Operationen, Verbande, Wunden 

und Contasionen C. Schdnborn. 

Anaesthetica It. Demme* 

Krankheiten der Haut J. Weinlechner. 

Lymphdrusen E. von Bergmann. 

Gbeulich (E.). Ueber Parametritis und Perimetritis 

C Wiener Klinik., July, 1882). Svo. Wien, 1882 Ditto. 
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Presentee 
Q-BiTPiTH (Q-. de Goprequer). On the Unity of Poison 
in Scarlet, Typhoid and Puerperal fevers ; Diph- 
theria* Erysipelas, sore throats ; certains forms of 
DiarrhcBa and allied affections ; and in many other 
ailments heretofore usually considered to be sepa- 
rate and entirely distinct diseases (' G-lasgow 
Medl. Jl.,' July, 1882.) 8vo. GUsgow, 1882 Author. 

Halbebtsma (H.). Tiber die Atiologie der Eclampsia 
puerperalis ('Yolkmann's Sammlung,' No. 212). 

8vo. 1882 Purcha8e( 
Habt (D. Berry), and A. H. Barbour. Manual ofDr. Fancoi 
Gynecology. plates^ 8vo. Edin. 1882 Barnes. 

Hegab (Alfred). Die Pathologic und Therapie der 

Placentar-retention. 8vo. Berlin, 1862 Purchase( 

Heikekeit (Gustav). TTeber Eztrauterinschwanger- 
schaften mit Beriicksichtigung eines Falles yon 
Laparotomie bei Graviditas oyaria (Inaug. Diss.). 

8vo. Halle, 1881 Author. 

Hekihg (Carl). Die Krankheiten der Eileiter imd die 
Tubenschwangerschaft. 

tooodcuis, 8vo. Stuttgart, 1876 

Hebz (Maximilian). Die Diarrhoe im ersten Kinde- 
salter (' Wiener Klinik,' Feb., 1882). 

8vo. Wien, 1882 Purchaser 

Hewitt (Graily). The Pathology, Diagnosis and Treat- 
ment of the Diseases of Women. Eourtb edition. 
(Dedicated to the Pellows of the Obstetrical 
Society of London.) woodcuts, 8yo. Lend. 1882 Author. 

■ Another copy. 

woodcuts, 8vo. Lend. 1882 Ditto. 
His (Wilhelm). Anatomic Menschlicher Embryonen : 

woodcuts, 8yo. Leipzig, 1882 Purchase 

II. Gestalt-nnd Grdssenentwicklungbis turn Schlass 
des 2 MonatSi 

HoGGAK (G. and F. E.). On the comparative Anatomy 
of the Lymphatics of the Mammalian Urinary 
Bladder (from * Joum. Anat. and Physiol.'). 

plate, 8vo. Lend. 1881 Author 

'^ On the Lymphatics of the Pancreas (from 

* Journ. Anat. and Physiol.*). 

plate, 8vo. Lond. 1881 DittOi 

* On the comparative Anatomy of the Lymphatics 

of the Uterus (from * Journ. Anat. and Physiol.') ; 

plates, 8vo. Lond. 1881 Ditto* 
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HoLKES (Oliver "Wendell). Address delivered at the 
dedication of the Hall of the Boston Medical 
Library Association, on December 3rd, 1878. Dr. James B. 

4to. Cambridge, 1881 Chadwick. 

Jacobi (A.). Eudolph Virchow. An address intro- 
ductory to the Course of Lectures of the term 
1881—82 (from the 'Med. Eecord,' Oct. 22, 
1881). sm. 8?o. New York, 1881 Author. 

Jaoobi (Abraham). Infant feeding and Infant foods. 
The anniversary address delivered before the New 
York State Medical Society, February 8th, 1882. 

8vo. Philadelphia, 1882 Ditto. 

Jenks (Edward "W.). The Practice of Gynecology in 
ancient times ('Gynecol. Trans.,' vol. VI). 

woodcuts, 8vOy 1882 Ditto. 

King (A. F. A.). A Manual of Obstetrics. 

woodcuts, 8vo. Lend. 1882 Purchased. 

KoLLiKEE (A.). Ueber die Lage der weiblichen inneren 

G^schlechtsorgane. plates, 8vo. Bonn, 1882 Ditto. 

Labat (Emmanuel). Becherches cliniques experi- 
mentales sur la TSte du Foetus, au point de vue 
obstetrical. woodcuts, 8vo. Paris, 1881 Author. 

Lefoitb (B.) Un cas de Cephal(Bmatome double avec 
epanchement sanguin Bous-6picranien (Ext. de la 
'Gazette Hebdomadaire des Sc. Med, de Bor- 
deaux'). 8vo. Bordeaux. 1881 Dr. Budin. 

Le Page (J. F.). The Causes, Prophylaxes and Treat- • 
ment of post partum Haemorrhages. 

8vo. Newcastle-on-Tyne, 1881 Author. 

LusoHEA (Hubert). Die Anatomic des-^Menschen, in 

Biichsicht auf die Bedurfnisse der praktischen 

Heilkunde. 8vo. Tubingen, 1863-4 Purchased* 

Band II. Abth. 1.— -Der Bauch. 
„ 2. — Das Becken. 

LusK (W. T.). The Science and Art of Midwifery. Dr. Fancourt 

illustrated, 8vo. Loud. 1882* Barnes. 

Macabi (F.). L'Ostetricia da Geneva a Cette. 

8vo. Geneva,. 1882 Authoi?. 

' • E» Clinica Ostetrica di Geneva. Anno Acca- 

demico, 1881—82* 8vo. Geneva, 1882 Ditto. 

-^ Esperienze ed Osservazloni cliniche. Istituto 

Ostetrico Ginecologico della R. University di 
Geneva. 8vo. DittOi 
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Mabchal (Dr.). De la grossesse cervicale; et un 
Bapport sur ce memoire par le Dr. A. Thevenot. 

8vo. Paris, 1881 Dr. Budin. 
Mabtin (A.). On the operative treatment of Extra- 
uterine Pregnancy (International Medical Con- 
gress). 8vo. Lond. 1881 Author. 

Die Drainage bei peritonealen OperationcD. 

(* Volkmann's Sammlung,' No. 219) . 8vo. 1882 Parchased. 

Maybhof£b (C). Sterilitat, Entwickelangsfehler und 

Entziindungen des Uterus. See Billroth^ Hand- 

buch (2). 
Medicine — A Dictionary of; edited by Bichard Quain. 

See Quain, 
MiLLOT (Gtkbriel). De I'Obst^trique en Italic. 

8vo. Paris, 1882 Parchased. 
MiLSOM (Charles). Contributions cliniques a T^tude 

de I'involution uterine. 8vo. Paris, 1881 Author. 

MuLLEB (P.). Der modeme Ejiiserschnitt, seine 

Berechtigung und seine Stellung unter den Dr. Eancoort 
geburtshulflichen Operationen. 8vo. Berlin, 1882 Barnes. 

Nabioh (B^lisaire- Jacob). Experiences avec le Cranio- 
claste de Carl Braun (de Vienne) dans les bassins 
tr^s r6tr6cis et proposition d'un nouveau proc6d6 
d'extraction du foetus avec le mSme instrument. 

woodcuts^ 8yo. Paris, 1882 Dr. Budin. 

Neuoebaueb (F. L.). Zur Entwickelungsgeschichte 
des spondylolisthetischen Beckons und seiner 
Diagnose (mit Berlicksichtigung von Eorper- 
haltung und G-angspur). Casuistisch-kritische 
Monographic. tcoodcuts^ 8vo. Halle, 1882 Author. 

NtJKEZ (Julio E.). fStude sur les vices de conforma- 
tion de I'ur^thre chez la femme. Th^se pour le I 
Doctorat en Medecine. 8vo. Pans, 1882 Purchased. 

Pajot (C). Travaux d'Obstetrique et de Gyn6cologie, 
precedes d'^lements de pratique obstetricale. 

8vo. Paris, 1882 Author. 
Another copy. Dr. P. Barnes. 

Platfaib (W. S.). A Treatise on the Science and 
Practice of Midwifery. Fourth edition. 

plates, 2 vols., 8vo. Lond. 1882 Author. 

Quain (Eichard). A Dictionary of Medicine, including 
General Pathology, General Therapeutics, Hy- 
giene, and the Diseases peculiar to Women and 
ChildroD, by various writers. 

woodcuts, 8vo. Lond. 1882 Parehaaedi 
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EosE (Valentino). See Soranus, 

Sangee (M.). Der Kaiserschnitt bei TJterusfibromen 
nebst vergleichender Methodik der Sectio caesarea 
und der Porro-Operation. 

plates, 8vo. Leipzig, 1882 

ScHONBOBN (C). AUgemeines iiber Operationen, Ver- 
bande, Wunden und Contusionen. Gerhardt, 
Kinderkrankheiten. Band VI, Abtheilung 1, 1882 

ScHEOEDEE (Karl). Lehrbuch der Geburtshiilfe, mit 
Einschlusa der Pathologie der Schwangerschaft 
und des Wochenbettes. Siebente Auflage. 

woodcuts, 8vo. Bonn, 1882 

Sell (E. H. M.). The Opium habit; its successful 
treatment by the Avena Sativa. 

8vo. New York, 1882 

Semeledee (Erederic). Twenty Cases of Ovarian Cysts 
treated by Electrolysis. (Reprinted from * Araer. 
Jl. Obst.,* vol. xv). 8vo. New York, 1882 

Sinclaie (A. D.). Measurements of the Uterine 
Cavity in Childbed (* G-ynecol. Trans.,' vol. vi). 

8vo. 1882 

SoEANUS ( — ). G-ynaeciorum, vetus translatio Latina 

nunc primum Edita cum additis Grraeci textus 

reliquiis a Dietzio repertis atque ad ipsum codicem 

Farisiensem nunc recognitis a Valentino Bose. 

plates, 8vo. LipsisB, 1882 

^piEGELBEEa (Otto). Lehrbuch der G-eburtshiilfe fiir 
Aerzte und Studirende ; beendet von Dr. Max 
Wiener. Zweite Auflage. 

woodcuts, 8vo. Lahr, 1882 
Taeniee (S.), et Or. Chantreuil. Traite de TArt des 
Accouchements. 

fasc. 3, woodcuts, 8vo. Paris, 1882 

Th^venot (A.). Double insertion Velamenteuse du 
Cordon dans un cas de grossesse gemellaire : 

Causes de Tinsertion velamenteuse. (*Ext. Ann. 
de Gynec.') 8vo. Paris, 1881 

Du Role des muscles Utero-pelviens pendant 

la grossesse et pendant le travail. 8vo. Paris, 1882 
see Marchal. 

Valenta (Alois). Vierzigtagige Eetention des Kopfes 
eines reifen Kindes sammt Placentarresten 
innerhalb der Gebarmutterhohle ohne jedwede 
Eeaction. (* Archiv f . Gynakol.,* Band xix, 
heft 3.) 8vo. Leipzig, 1882 
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Volkmawh'b Sammlung klinischer Vortrage : 

218. HaibTttma, Cber die Atiologie der EcUmptift 

paerperalii. 
£19. Martin, Die Draiiuge bei peritonmUa Opentione 
Wabsxiqi (A.). Des OperatiooB ObBt^tricales, coutb 
profesB^ i, riTniversit^ de Li^. 

Svo. Puis, 1881 Author. 

Deux Obsemtiona ObBt^tricales. ('Bulletia 

de I'Acad. r. de M4decme de Belgique.') 

8to. Bruzelles, 1882^ Ditto. 

WsniLECHiiKB (J.). Elninkbeiten der Haut. Q«r- 

kardt, KiaderkruikheiteD. Band TI, Abthei- 

loDg 1. 1882 

WiLLfi (T. Spencer). On Orarian and Uterine Tumours, 

their <uagDOBie and treatment. 

tooodeutt, 8to. London, 1882 Ditto. 
WiEBEB (Mai). See Spiegelherg. 
"WiHCKEL (F.). Kliniscbe Beobachtungen zur DyB- 
tokie durch Beckenenge. 

platet, 4to. Leipzig, 1882 Purchased 
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Americas Gynecological Societt — 

TransactionB, Tol. vi. Svo. Fbiladelpbia, 1882 Society. 
Amebic AH Medical Associatiok— 

TranBactioDs, vol. xzzii. 8to. Fbllad. 1881 AsBociatioi 

Amatomical and Surgical Society (of Brooklyn) — 

Annals, 1882. 8vo. Brooklyn, 1882 Society. 

Baltimore — Medical and Cbinirgical Faculty of the 

State of Maryland, at its Eighty -third and Eighty- 
fourth Annual SeBsionB. Transactions. 

8to. Baltimore, 1881-2 The Tacul 
Clinical Societt oe London— 

TransactionB, vol. xv. 8to. Lond. 1882 Society. 

Ltob — Society deB ScienceB M4dicaIeB, &c. M^moires 

et Comptea-rendus, tome xix, 1879. 

8to. Lyon, 1880 Ditto. 
Medical (Botal) and Chiburoical Societt — 

TranBactiouB, vol. Izv. 8vo. Lond. 1882 Ditto. 

MODENA: SOOIXTJI MeDICO ChIRUROICA — 

Atti, 1879-80, 1880-1. 870. Modena, 1880-1 Ditto. 
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Medical Society of London — 

Proceedings, yol. iv, 1877-79. 8vo. Lend. 1879 

vol. V, 1879-81. 8vo. Lond. 1881 Society, 

Obstetrical Society (Edinburgh) — 

Transactions, Session 1881-2, vol. vii. 

8vo. Edin. 1882 Ditto. 

Smithsonian Institution — 

Annual Eeport of the Board of Begents for 1880. 

8vo. Washington, 1881 Institution. 
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Calendar of Universitj College, London, for 1882-3. Council of 

8vo. Lond. 1882 the College. 

Incorporated (The) Law Society ; Calendar for 1882. 

8vo. Lond. 1882 Society. 

Journal d'Accouchements. Echo de la Matemite de 

Li^ge ; publie par N. Charles, vols. 1 to 3. Dr. N. 

4to. Li6ge, 1880-2 Charles. 



REPORTS. 

Hospitals — Guy's Hospital Eeports ; third series, vol. 
XXV. 8vo. Lond. 1881 

St. Bartholomew's Hospital Reports ; vol. xvii. 

8vo. Lond. 1881 

St. Thomas's Hospital Eeports; new series, 

vol. xi. 8vo. Lond. 1882 



Hospital 
Staff. 

Ditto. 
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